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FOREWORD... 


Lam much honoured to offer a Foreword to this proceeding... 


Prakashi Rajaram, Priya Treesa and R. Parthasarathy supported by the NIMHANS Department 
of Psychiatric Social Work and Department of Psychology brought together the leading scholars, 
academicians, clinicians, scientists, therapists, trainers and practitioners from social work, 
psychology and psychiatry for a national level Three-Day Workshop on “Psychotherapy Practice 


in Medical and Psychiatric Social Work Settings” in order to share their wisdom and compassion. 


Worldwide and especially in the Indian collective society, no one treatment plan works for all 
clients. Therapeutic intervention has to be tailored to the individual, family and community 
needs and type of disorder of the client. To this requirement, Social Work has effectively grown, 
evolving and strengthening an exclusive branch, Clinical Social Work. Within this, as the 


demand for psychotherapy grows, social work professionals steadily rise to meet that too. 


Various sessions lead by experts in this Workshop addressed three principal components — the 
basic theoretical perspectives, boundaries and implications for training and advancement; the 
personal components of a therapist and the importance of personal development for both 


personal and group settings; and the context of practice, ethics and the need for supervision 


In this three-day deliberation, the combination of insights drawn from ancient practices and 
modern evidence based research deepened the perspectives of psychotherapeutic practice by 


social work professionals in the fields of medical and psychiatry. 


This proceedings will immensely help the social work and all mental health professionals, 
including trainees and potential trainers 
Wishing the Best! 


Rajaram Subbian PhD MNLP 


International Psychosocial Consultant 
Bangalore 
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Introduction 


Psychotherapy in Medical and Psychiatric social work Settings has emerged as a significant arec 
of practice in the human service field. Social Work professionals today are recognized fos 
delivering therapeutic care in fields such as health, mental health, Deaddiction, child welfare: 
family counselling and correctional settings. This Workshop was planned as a venture to prepare 
the clinical social workers in these settings to be dynamic professionals able to make a difference 
in a variety of clinical roles with skills and techniques to improve their effectiveness with 


individuals, families and groups. Learning objectives of the programme: 


e To bring social work practitioners, teachers and trainees/students from various regional| 
schools of social work and various settings on one platform for effective interaction on: 


the existing psychotherapy practice in Medical and Psychiatric Social Work. 


e To update the knowledge base of SW professionals on the scope, models and techniques’ 


of Psychotherapy Practice 


e To orient the participants on the clinical skills and therapeutic techniques and strengthen. 


their teaching, training and practice.in different settings 


There has been enthusiastic response to the dissemination about the workshop and there were 56 
registered participants from different states in the country who participated in the workshop 
(Appendix 2). The ten sessions that were held over the three days of the workshop encompassed 
different aspects of Psychotherapy Practice in medical and Psychiatric Social Work Settings, the 
sessions being facilitated by experts in the field (Appendix 3). The sessions were also enriched by 
the sharing of experience of other experts who graciously joined us all the three days. The 
workshop was well received and we have had enthusiastic feedback from the participants 


(Appendix 1) post workshop, calling for further programmes of similar nature. 


Day One - 31° July 2014 


The workshop proceedings started with inauguration, in which Dr Prakashi Rajaram, Additional 
Professor of PSW and core facilitator of the workshop welcomed the delegates. The workshop 
was inaugurated by Dr K. Sekar, Professor and Head of Psychiatric Social Work who gave a 
bird's eye view of the mental health services in our country. Prof R. Parthasarathy, Professor of 
Psychiatric Social Work introduced the theme of the workshop. Psychotherapy Practice in 
different forms has been a part of the Clinical Social Work Practice all throughout. Yet, few 
attempts have been made to consolidate the existing practices and have a dialogue on the same. 
The participants' self introduction gave each on insight into each one's background, practice 


experience and expectations from the workshop. 


PSYCHOTHERAPY & COUNSELING IN THE INDIAN CONTEXT 
Dr Ahalya Raguram, Ph.D 


The session began with an introduction of Dr. Ahalya Raguram. The session focussed on 
introducing psychotherapy and counselling in the Indian context. The discussion began with a 
brief background of the development of psychotherapy in the world as well as India. Freud's 
contribution to the development of psychoanalysis was the first part of the discussion. Freud 
brought out the most significant aspects of formal psychotherapy. His concepts such as psycho 
sexual stages, stages of mind were discussed. Also, the drawbacks of the psychoanalysis 
approach of Freud and the subsequent development of theories like behaviourism, person 
centred therapy and cognitive behaviour therapies were discussed. The person centred therapy of 
Carl Rogers Emphasis on client's potential for self healing and the importance of a facilitative 
therapeutic environment. He was the first person to audio record the psychotherapy session. CBT 
on the other hand is the most widely practiced form of psycho therapy in the present world. 


The most extensively used definition of psychotherapy is the one proposed by Lewis wolberg. 
According to him "Psychotherapy is the treatment, by psychological means, of problems of an 
emotional nature in which a trained person deliberately establishes a professional relationship 
with the patient with the object of removing, modifying, or retarding existing symptoms, 
mediating disturbed patterns of behaviour, and promoting positive personality growth and 
development" (The Technique of Psychotherapy, 1977). In simple words, psychotherapy is a 
treatment by psychological means of problems of emotional nature in which a trained person 
deliberately establishes a professional, confiding relationship. The main objectives of 
psychotherapy are removing modifying or reducing existing symptoms, mediating disturbed 
patterns of behavior and promoting positive personality growth & development. } 


The second part of the session focused on the concept of counseling. It Involves facilitating 
personal and interpersonal functioning across the life span with a focus on emotional, social, 
vocational, educational, developmental concerns. It encompasses a broad range of practices that 
help people improve their well-being, alleviate distress and maladjustment, resolve crises, and 
increase their ability to live more highly functioning lives. 

The major difference between counseling and psychotherapy also was part of the discussion. 
There is a great deal of overlap between counseling and psychotherapy. Counseling focuses on 
the present and psychotherapy on the other hand centered more on early development. Apart 
from that psychotherapy deals with problems which are chronic in nature. However, the 
boundaries between the two are blurred in nature. Most importantly, counseling is the widely 
accepted and used word in the communities than psychotherapy. The major differences between 


the two inanut shell can be: 


COUNSELING PSYCHOTHERAPY 


Focused Problem Focuses on Pervasive Problems 


Recent Origin Longer Duration 
Conscious Awareness Conscious/Unconscious Origin 
Well Functioning Greater Impairment 
Educative/Supportive Insight Oriented 


Short Term Long Term 


Emphasis on Problem Solving Emphasis on Changing Emotions 


PSYCHOTHERAPY 


The core components of psychotherapy were pointed out during the session which in turn helped 
the participants to demarcate the concept of counselling and psychotherapy. A shared world view 
about the origin & nature of the problem and the methods of relieving distress; therapist's role as 
an interpreted of maladies and; also the personal qualities of the therapist such as empathic 
stance, ability to handle uncertainty, forging therapeutic alliance and sustaining hope & 
Motivation makes the psychotherapy a professional approach. 

Psychotherapy being a widely accepted therapeutic process it has been practised in different 
forms. In this context, the equivalence paradox concept was brought in during the session. The 
success Of psychotherapy is depending on the characteristics of client such as positive 


expectations and the therapeutic alliance. 


The third major part of the session focussed on the practise of psychotherapy in India. The 
available literature of psychotherapy in our country shows that therapists play a more active role. 
Along with that greater use of suggestions are given using more of supportive & re-educative 
techniques. The most common approach followed is eclectic approach with short term & crisis 
oriented in nature. As we follow more of brief therapy in our clinical setting, the brief therapy 
was detailed. Brief therapy focuses on the solution to problems, which ts why it 1s often called 
solution-oriented therapy and certain characteristics are fixed time limit, specific criteria for 
patient selection, focused goals, active role of therapist, here & now approach, aim to restore 
psychological functioning quickly and use of between session homework. The role of therapist is 
significant in a brief psychotherapy were the therapist has to develop a working alliance with the 
client and have to use it in the process. Also, the therapist has to structure each session, have to 
use homework assignments, clarification & confrontation when needed, minimize regression 
and address negative & overtly positive transference. In brief psychotherapy the most important 
part is the establishment ofa functional focus for the process. 

Hans Eysenck's landmark review in 1952 reported that 67 percent of outpatients improved in 2 
years without treatment, psychotherapy researchers became even more motivated to search for 
scientific evidence regarding the efficacy of psychotherapy. The recent trends in psychotherapy 
shows the integration of prevention and treatment methods and the emphasis on interpersonal 
and social factors like violence, trauma, abuse, low income, poverty, social, gender inequalities 
and discrimination. However, psychotherapy is now expanding its horizons through the use of 


technology. 


The session ended with a 15 minutes discussion among the participants. 


= EC CI 


Q1: Which is the best form of therapy for psychiatric illnesses? 
Response: The resource person emphasized on the equivalence perspective of psychotherapy to 


answer the question. However, the basic skills of a therapist remain same irrespective of the 
nature of therapy. 


Q2. The differences in the practices of psychotherapy in east and west? 
Response: The discussion focussed on the availability of health scheme, need for time bound 


short sessions in the west. The participants also expressed their views about the differences in 
the practise of psychotherapy across the world. 


SESSION - 2 


ETHICS IN PSYCHOTHERAPY PRACTICE 
Dr. Poornima Bhola, PhD 


Ethics is an inevitable component of psychotherapy practise. Therefore it has been widely 
discussed among the professionals. Practitioners are faced with ethical challenges as they 
attempt to 'walk the line' in their work with clients during therapy or counselling sessions. The 
session on ethics in psychotherapy discussed the overlapping, yet distinct, concepts of ethics, 
morals, values and the law as they apply to the practice of psychotherapy using case vi gnettes. 
Ethics are the rules or standards governing the conduct of a person or the members of a 
profession. Counselling and psychotherapy are formal activities involving an agreed contract. To 
maintain their effectiveness, practitioners have to follow ethics in their work with clients. The 
Session was an interactive one using audio visual resources. 

Ethics being a critical issue in the process of therapy, therapists often gets into the dilemma of 
delineation of personal and professional relationship. In a professional relationship ethics, laws 
and related policies are prominent on the other hand ina personal relationship values and morals 


are given importance. The major components of ethics ina nutshell can be: 


¢ Beneficence & non- maleficence 


Fidelity & responsibility 
Integrity 
Justice 


Respect for people's rights & dignity 


The vital aspects of ethics have been discussed using couple of case vignettes. Confidentiality 
| was the first among them. A case vignette was taken to discuss confidentiality and later pointed 
out the factors associated with maintaining confidentiality using the codes. The — aspects 
confidentiality discussed were extends to information obtained/stored in any medium, extends to 
individuals & organisations, limits of confidentiality when there are Suicidal/homicidal risk, 
legal regulations, institutional rules, the need to discuss confidentiality in the beginning of 
establishing professional relationship and the confidentiality issues with professional 


colleagues, professional setting or in publications/presentations. 


Drawing boundaries was another component of ethics. Professional boundaries are always vital 
as crossing it can have serious ethical consequences. The common boundary related situation are 
‘ncidental encounters between therapist and client outside the therapeutic setting, self-disclosure 
of therapist, length and place of sessions, acceptance or giving of gifts, activities outside the 
office, social/other non- therapeutic contacts, physical touch and the digital boundaries in 
today's world. The instances of client bringing gift and a colleague getting into a relationship 
with a client whom he had seen a year back were taken as example to pool participants ideas 
related to boundary. The code says that no sexual intimacies with former clients for at least 2 
years after termination and even after 2 years except in the most unusual circumstances. Most 
ethics codes do not regulate non-sexual touch, gifts, length of sessions or self-disclosure. 
Overall, avoid harm & exploitation and respect client integrity and autonomy. Code of Ethics of 


International Society for Mental Health Online (ISMHO) talks more about digital boundaries. 
Dual or multiple relationships with clients or person closely related to clients is an ethical 


dilemma encountered in the professional practise. The therapist has to Judge if the multiple 
relationships could impair the therapist's objectivity, competence, or effectiveness or if there is a 
risk of harm/exploitation to client. Also it 1s an obligation to resolve, if a potential harmful 


multiple relationship arises due to unanticipated factors. 


Intellectual competence and emotional competence of the therapist to handle the situation is 
another vital component of ethics. The circumstances were the incompetence of therapist poses 


threat to the client has been discussed using case vignette. 


Documentation, maintaining/disposing and also fees is a further part of ethics. Maintaining 
records and confidentiality of records, both written and electronic is important. However how 
much to write not discussed in most of the ethical codes. Also, it is the responsibility of the 
therapist to be clear about fees. The therapist Public advice or comments through media must be 


based on professional knowledge, training, experience and also has to be consistent with ethics 
code. 


The last component discussed was about the informed consent. The therapist has to inform 
clients about the nature and anticipated course of therapy, fees, involvement of third parties, 
limits of confidentiality and provide sufficient opportunity for the client to ask questions and 
receive answers. If new techniques or procedures are using, then the therapist has to provide all 


details a ticipati idi 
ails and participation must be voluntary. Informing about trainee status and providing name of 
supervisor 1s unavoidable ina clinical setting. 
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Ethical Decision making 


The 17 steps help identify the keys processes in ethical decision-making and have been taken 


from Ethics in Psychotherapy and Counsellin 8. A Practical Guide (4th ed). 


* State the question, dilemma, or concern as Clearly as possible 

* Anticipate who will be affected by the decision 

* Figure out who, ifanyone, is the client 

* Assess whether the areas of competence are a good fit for this situation 

* Review relevant formal ethical standards 

* Review relevant legal standards 

* — Review the relevant research and theory 

* Consider whether personal feelings, biases, or self-interest might affect our ethical 
judgment 

* Consider whether social, cultural, religious, or similar factors affect the situation and the 
search for the best response 

* Consider consultation 

* Develop alternative courses of action 

¢ Think through alternative courses of action 

* Try to adopt the perspective of each person who will be affected 

* Decide what to do, review or reconsider it, and take action 

* Document the process and assess the results 

* Assume personal responsibility for the consequences 


* Consider implications for preparation, planning, and prevention 


SESSION - 3 


WORKING WITH INDIVIDUALS IN 
PSYCHIATRIC SETTINGS 


Aim: 
To provide a brief overview of psychotherapy with individuals 
Resource Persons: © 
Dr Rameela Shekhar, MSW, MPhil, PhD, PGDHRM 
Ms. Manasi Oza, MSW, MPhil 


The session began after a hearty lunch break with an action song (as an energizer) led by Mr. 
Sudeep Jacob Joseph who then introduced the resource persons. The session was conducted | 
using an interactive lecture method using a PowerPoint presentation as a visual aid. 

The session first validated the participants' experiences of the previous sessions and_ 
acknowledged that there might be some overlaps in their presentations. The presentation began 
by defining Psychotherapy as including interactive processes between an Individual or Group. 
and a Qualified Mental Health Professional. The purpose of psychotherapy with individuals is an 
exploration of thoughts, feelings and behaviour for the purpose of problem solving or achieving 
higher levels of functioning. It is aimed at increasing the Individual's sense of his/her own Well 
Being. A key focus was given on this aim of psychotherapy. it was explained that psychotherapy 
is not only needed when there are problems and they needed to be solved but also in order to 
maintain Well Being. 

The resource persons went on to explain that Psychotherapists employ a range of techniques 
based on Experiential Relationship Building, Dialogue, Communication and Behaviour Change 
that are designed to improve the Mental Health of a client or to improve group relationships 
(such as ina family or work place ). 

Some therapies focus on changing current behaviour patterns whereas others emphasize 


understanding past issues. Some therapies combine changing behaviours with understanding 
motivation and so on. 


After having given this introduction, the resource persons went to elaborate on each of the 


following points using specific case examples from their practice experience. They said that 
psychotherapy helps to 


¢ Learn to identify and change behaviours or thoughts that negatively affect life. 
¢ Explore and improve communication and relationships. 
¢ Explore better ways to cope and solve issues and problems. 


¢ Learn to set realistic goals. 


The case examples involved the resource persons’ work with adolescents and young adults and 
discussed details about the need for involving significant others in the work as well. 
Individual Psychotherapy Provides 
¢ Aworking alliance between patient and therapist 
¢ Anemotionally safe setting where the patient feels accepted, supported and un-criticized 
¢ A therapeutic approach that may either be strictly adhered to or modified according to 
patient needs 


¢ Confidentiality as integral to therapeutic relationship except with safety issues 


In the context of Mental Health issues, the resource persons stated that psychotherapy helps the 
clients to understand the behaviours, emotions, and ideas that contribute to his or her illness and 
learning how to modify them. In other words, it teaches them coping techniques and problem- 
solving skills. In addition, psychotherapy also helps clients to understand and identify the life 
problems or events - like a major illness, a death in the family, a loss of a job, or a divorce - that 
contribute to their illness and help them understand which aspects of those problems they may be 
able to solve or improve. And overall, psychotherapy helps them to regain a sense of control and 
pleasure in life. 
The resource persons referred to the day's previous presentations and introduced the concept of 
schools of psychotherapy and gave a brief introduction to the following schools: 

* Psychodynamic-Sigmund Freud 

- Cognitive-AronT Beck 

* Behavioural- Skinner, Thorndike 

* Humanistic and Existential/Experiential/Gestalt- Fritz Perls, Carl Rogers, other 


Philosophers 


They went on to describe the salient features of each of these schools and here too used specific 


case examples from their practice. 


Under Psycho Analysis, they stated that it was developed in the late 19th century by Sigmund 
Freud. He explored the Dynamic workings of a mind — in connection to the three parts: id, ego, 
and superego. The case examples highlighted the use of the techniques of Interpretation of 
dreams and Free Association. They briefly skipped through the slides that stated that Freud 
maintained that the condition of the unconscious mind is profoundly influenced by childhood 
experiences and shared from case examples how the belief that Defence Mechanisms have to be 
dealt with in order to address the fixations of libido in each of the psycho-sexual stages. 
It was also emphasised that Psycho Dynamic Therapy was based on the assumption that a person 
is having emotional problems because of unresolved, generally unconscious conflicts, often 
stemming from childhood and its goal is for the patient to understand and cope better with these 
feelings by talking about the experiences. Psychodynamic therapy is administered over a period 
of at least several months, although it can last longer, even years. 
The resource persons then moved on to Positive Psycho Therapy. They said that Positive 
psychotherapy (PPT) is the name of the method of the psychotherapeutic modality developed by 
Nossrat Peseschkian. It is a method in the field of humanistic and psychodynamic psychotherapy 
and is based on a positive image of man, which correlates with a resource-oriented, humanistic 
and conflict-centred approaches. 
Behaviour Therapy was the next focus area of the session and specific case examples from the 
resource person's experience and work with children and adolescents were brought in to 
highlight the following points: 
‘* Relied on Principles of Operant Conditioning, Classical Conditioning and Social 
Learning Theories. 

* Brings about a change in the Observable Symptoms. 

* Commonly used for Phobias and other anxiety disorders. 

* Focuses on modifying overt behaviour and helping clients to achieve goals 
Cognitive Behavioural Therapy was the subsequent section that was discussed in which it was 
described as a blend of two therapeutic styles - Cognitive therapy developed by psychotherapist 
Aaron Beck, M.D., in the 1960's) and Behaviour therapy. It focuses on a person's thoughts and 
beliefs, and how they influence a person's mood and actions, and aims to change a person's 
thinking to be more adaptive and healthy. It also focuses on the construction and re-construction 
of individuals Cognitions, Emotions and Behaviours. Helps clients to assess, recognize and deal 
with problematic and dysfunctional ways of thinking, emoting and behaving. It also helps the 


patient learn how to i ify distor . et i : . 
dentify distorted o1 unhelpful thinking patterns, recognize and change 


inaccurate beliefs. relate PO i 7 . 
é ate beliefs, relate to others in more positive ways, and change behaviours accordingly 


The next section talked about Expressive Therapy. The resource persons said that it is a form of 
therapy that utilizes artistic expression as its core means of treating clients. [Expressive therapists 
use the different disciplines of the creative arts as therapeutic interventions. It includes Dance 
therapy, Drama Therapy, Art Therapy, Music Therapy and Writing Therapy. Expressive therapies 
are most effective way of treating a client is through the expression of imagination in a creative 
work and integrating and processing what issues are raised in the act. A case example of Play 
Therapy in children — for diagnosis and for treatment was also described here. - 
Interpersonal Psychotherapy was the next section and was briefly run through as time was 
running short by this slide. It was stated that this was a time limited psychotherapy that focuses on 
the interpersonal context and on building interpersonal skills. It was based on the belief that 
interpersonal factors may contribute heavily to psychological problems. It is commonly 
distinguished from other forms of therapy in its emphasis on interpersonal processes rather than _ 
intra psychic processes. It aims to change a person's interpersonal behaviour by fostering 
adaptation to current interpersonal roles and situations. Focuses on the behaviours and 
interactions a patient has with family and friends. Goal is to improve communication skills and 
increase self-esteem during a short period of time. 
The next section dealt with using CBT for treating Depression. A detailed case example was 
given for this section and each of the following points was described using the same example. 

* Helps people with depression restructure negative thought patterns. 

* Helps people interpret their environment and interactions with others in a positive and 

realistic way. 
* Help a person recognize things that may be contributing to the depression and help him or 
her change behaviours that may be making the depression worse. 

Similarly, CBT for Anxiety Disorders was also described using a case example 

* Aims to help a person develop a more adaptive response to a fear. 

* Helpsa person confronta specific fear or memory while ina safe and supportive 

environment. 
* Help patientto learn that anxiety can lessen over time and give him or her the tools to 


cope with fear or traumatic memories 


Psychotherapy for Children and Adolescents was described in brief in the next section as 


very effective in dealing with 


- Child and adolescent Depression 

* Child and Adolescent Anxiety Disorders 

- Behavioural Parent Management Training 

- Improve parent Child Relationship 

- Problem- Solving, Anger Management and Social Interaction Skills. 


The next segment spoke about Supportive Psychotherapy as an eclectic model of therapy which 
employs certain techniques from all schools of therapies. It is used very often and does not delve 
deep into intra-psychic processes, motivation etc... It mainly works using reassurance, listening, 
education, suggestion etc. 

The resource persons then left the participants with some do's and don'ts in therapy as given in the 
text boxes below. Here too they used specific case examples to illustrate the gravity of each 


point. 


Do's in Therapy 


Don'ts in Therapy 


Develop a therapeutic alliance and help * Trying to solve the problem before 


clients tell their stories. you understand the problem. 


Tolerate Silence 

Educate clients about the clinical 
problem. 

Help clients their problems in a more 
hopeful fashion. 

Ensure that client's have Coping Skills. 
Encourage clients to perform “personal 
experiments.” 


Ensure that clients take credit for 


change they have brought about. 


Conduct relapse prevention 
Be Real 
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Not finding out how the client has tried 
to solve the problem. 

Being Superficial 

Moralizing or passing judgment on the 
client. 

Use social behaviours inappropriate to 

the role. 

Holding back too much from the client. 
Trying to be a friend. 

Do not bribe 


Do not threaten 


Allin all, the resource persons left the group with 5 specific take home messages that included: 


I. Know yourself. It is important to know ones strengths and limitations and work 
accordingly. If one is not comfortable with dealing with a particular issue, it was important 
to refer that case/issue. 

2. Regular up-gradation. Irrespective of how experienced or senior or junior one is in the 
profession, one must keep an open mind to learn and understand that it is never possible for 
one person to know itall. 

3. Peer Supervision (While maintaining confidentiality), Have regular case conferences and 
take supportive supervision at all times. Even among professional circles, it is not 
necessary to reveal the personal details of all clients and confidentiality regarding the 
identity of the client must be safeguarded. 

4. Donotexpecta 100% rate of success 
Don't forget you are also human. It is important to engage in other hobbies and not get 


bogged down by work all the time. Have fun! 


Plenary Discussion: 
The plenary was opened for a discussion after the take home messages were presented. The 
resource persons were on the panel and the discussion was moderated by the rapporteur. 


The questions and points raised by the participants were as follows: 


The session was helpful especially since some 
of the participants have recently started a Cit 
in their place of work 


While working with clients we develop 
certain hypotheses. That may. be wrong at 


times and over a period of time we need to 
correct it. 


How important is it for a social work student to 
know all these advanced psychological 
theories 


Thank you for that clarification. We had seen 
this gap in our practice and had to fight several 
of our own battles in order to engage with 
clients for individual psychotherapy. now, we 
have advanced to a level where we offer 


certificate level courses for various kinds of 


psychotherapy including the expressive forms 
of therapy. If we are not equipped to train, we 
Invite experts from outside to train other 
members. 


RESOURCE PERSON'S RESPONSES 


Thank you. Maybe you could share some of 
your experiences as well. 


We agree to that. Thank you for raising that 
very important point. 


This is a common misunderstanding 
regarding social workers. A social worker 
ceases to be a general social worker and 
becomes a mental health professional who is 
part ofa large multi-disciplinary team when 
he/she enters into the area of medical and 
psychiatric social work. These theories are 


the building blocks of all mental health 


interventions and are not the exclusive 
domain of any one profession — but a shared 
one. 


Additionally, if one is trained in a particular 
field, one has every right to practice it. 
Alongside that, if one wants to practice it, 
one must be trained and know nuances of that 
field. It is however optional 1f one does not 
want to practice it. 


Without theory, we cannot do anything - and 
that is the problem of our profession. For 
example, some field work student might say 
we 'spoke' to the patients. These students 
have done something with the patient that is 
more than just ‘speaking’. It is important to 
theorize what we do and vice-versa i.e. 
practice the theory. 


Additionally, every research must have an 
underlying theory. It is only against this 
theoretical background that we can assess 
our progress. Otherwise, it becomes much 
unstructured and we cannot really assess our 
theory. 


This theory focus is often not incorporated in 
social work syllabi and needs to be done at 
every level. 


As a suggestion to all students, if a social 
worker knows his/her theory; all other 
professions will learn to respect you and your 
profession. 


Sometimes when children come to our 
centres, they do not come on their own. They 
are brought. At such instances (which are 
much more common than the other way 
around) the lines of whom.we are helping get 
blurred. How do you define who the client is 
and what the problem is? 


Asa social worker, in my limited experience, I 
believe that the positive psychotherapeutic 
School is most useful. However, I am intri gued 
by this inter-personal therapy as well. Can you 
please throw a little light on this topic? 


Most of the examples quoted by one of the 
resource persons had something to do with 
abuse of the child/adolescent by someone else. 
However, the more common problems are 
when parents and children have differences of 
opinions, such as emotional problems or 


Usually when a child has a problem, the 
parents themselves have problems of their 
Own e.g. marital discord. The child might 
have a behavioural problem. In such cases, 
the family as a system becomes the client 
system. Isolated work with the child or the 
parents alone is counterproductive. Initially, 
it might be wise to take individual sessions 
with each member and_ build sufficient 
rapport and quickly move into a more family 
functioning focussed work. 


Interpersonal therapy works on the premise 
that there are problems in a person's 
relationships, communication and_ inter- 
personal environment that lead to 
dysfunctions. It draws from the attachment 
theory with respect to drawing from the 
historical nature and patterns of inter- 
personal problems and how those 
dysfunctional patterns are affecting day-to- 
day life. Once the basic attachments and 
related issues are resolved, the current 
symptoms may also be resolved. 


We may all be unknowingly using a part of 
this theory. As a common practice, when a 
family or a group comes into therapy with 
me, I ask the child, or the family or the group 
to draw a ‘sociogram'. This is a wonderful 
tool for assessment and_ intervention. 
Recently, we did a study to find out the 
friendship network of adolescents using this 
sociogram. As a result of this work, we have 
come up with a manual that can help children 
and adolescents build their ‘friendship 
networks’, 


I agree that most of the problems you are 
stating are quite common. In addition to what 
you have said, most of the parents complain 
of their children's addiction to mobiles or 
internet. We did a study among 650 college 
students about the use of internet among 
them. 


because of that they start moving away from 
their parents or under western influences of 
the children get more attached to other 
‘friends’. In your experience what has been 
your way of handling such problems? % 


Under the influence of western culture or 
information overload or excessive internet use 
or just societal changes many adolescents are 
confused whether or not to engage in pre- 
marital sex. How to deal with this situation? 


Kindly pardon my interruption... this freedom 
with responsibility is heavily based in the 
western culture. The emphasis is on freedom 
and not on responsibility. Therefore, even if 
you tell the kids this, they don't want to accept 
the responsibilities. 


And surprisingly, quite a large number of 
children state that they use internet for 22 
hours ina day. They were not joking, because 
we went back and asked them. Even in class, 
they are able to access internet via smart 
phones. When parents come to know about 
this, the parents, the first thing they do 1s, 
take confiscate the mobile phones. That is 
not at an effective strategy. Even if they take 
away the mobile, the children know how to 
get another mobile within two days. This is 
where one has to have a lot of dialogue and 
clarifying issues with children and parents. 
The children would ask, “why are you taking 
away the mobile?” the mother would secretly 
come and tell me that she is scared that her 
daughter is talking to boys. The real question 
is why is that these conversations can't 
happen in front of each other? So, that is why 
when working with adolescents, initially, I 
take individual sessions. Very quickly I move 
to taking conjoint sessions. And the best 
technique I use is ‘clarifying’. In the example 
that I just stated, in the conjoint sessions, the 
mother would say, “I am not suspicious about 
you. I am just concerned about you.” The 
word 'concern' touches this girl and her 
whole attitude towards the mother changes. 
This is nota one session affair. This has got to 
be done ina series of sessions. 


Although an example has been stated, it does 
not mean that if a similar situation comes up 
to you, you do the exact same thing. Therapy 
has to be tailor made to each individual. 


There are many issues that are associated 
with this. I think one of the key strategies is 
monitoring the systems. One of the catch 
phrases I use with adolescents is 'freedom 
with responsibility’. We tell them that they 
are grown up and that they are adults and that 
they are not children. At the same time we 
also tell them not make decisions in their 
lives or we tell them that they are not grown- 
up enough to do those things. This leads to 
confusions. 


One needs to examine one's own perceptions 
regarding these issues. One does see the Issue 
matters a lot in this sort of issue. How does 
One see one's own teenage? How does one 
see this teenager in front of one? 


There are multiple issues involved here. 
Even if one were to talk about sexual issues 
being talked about in our family, in most of 
our families we do not talk about it. So there 
has to be a starting point somewhere. | 
recently saw a tenth standard child the other 
day. Her mother came up to me and said, “my 
child is very innocent. So, you please tell her 
everything about sex.” The major issue is 
that the mother is uncomfortable about the 
issue. My job is to first make the mother 
comfortable about the issue and then 
percolate the information to the child. 


These issues all boil down to values and 
micro-skills in case work practice. I think 
further sessions would handle these issues 


Conclusion and felicitations: 

The session ended with the moderator handing the floor over to the organiser. The organiser 
felicitated the resource persons with a memento each handed to the resource person by Dr. Sheela 
Daniel and Ms. Arpitha. 

The group then broke fora coffee break and promised to return by 4 pm. 


SESSION - 4 


GROUP PSYCHOTHERAPY IN 
MEDICAL AND PSYCHIATRIC SOCIAL WORK SETTINGS 


Aim: 

To provide a brief overview of psychotherapy with groups. 

Resource Persons: 

Dr. A Thirumoorthy, MSW, MPhil, PhD 

Mr. Dharma Reddy, MSW, MPhil 

The session began after a welcome coffee break with a deep breathing exercise (as an energizer) 
led by Mr. Sudeep Jacob Joseph who then introduced the resource persons. The session was 
conducted using an interactive lecture method using a PowerPoint presentation as a visual aid. 
The key highlights of the presentation are highlighted as follows: 

Introduction: 

Group psychotherapy is one type of Social group work which also is followed in a clinical 
setting. Effective group therapy can help clients enhance self responsibility, increase readiness 
for change, build support for recovery and change, acknowledge destructive behaviours, and 


cope with personal discomfort. 


History: 
e Joseph Pratt- organized tuberculosis groups (1907) 
¢ Moreno (1921)—Theater of Spontaneity (psychodrama) 
e AA founded in 1930's 
e Introduced in the 1940s, though Alfred Adler (“Collective Counseling’) and a few others 
e World War - IL and its effects led to popularization of group therapy 


Definition: 


Group psychotherapy is a “procedure in which three or more persons assemble at an appointed 


time and place for a definite period to beneficially influence their mental health and functioning 
by psychological means”. 


Basic Guidance for Effective Group Work: 


Group siz¢ i ee 
p size (small), Duration of the meeting (45 minutes to one hour maximum), Frequency of 


the meetings (Regul: ies re / , 
ings (Regular), Physical environment (Non — distractive, non-preoccupied ete), Basic 


rules, Norms. Givj . Se TA . Wie 
‘ » Giving and receiving feedback, Flexibility, Not too many cliques, Group 
cohesiveness. 


No 
No 


Therapeutic Qualities of Groups: 

Psychiatrist Irvin Yalom (1995) wrote about the therapeutic qualities of groups, noting that the 
Curative factors of group participation are the primary agents of change for the client. Yalom 
believed that these factors are a complex part of the human experience and categorized thera as 
follows: 


1. Instillation of Hope: Members of therapy groups often find hope as they discover 
commonalties and focus on solutions to current problems. Hope helps keep the client in 
treatment. 

2. Universality: Clients may believe their situations are unique and they feel alone in their fears 
and difficulties. Group therapy helps to ameliorate these feelings as clients learn that others 
are having similar experiences. 

3. Imparting of Information: Clients gain information about their illness and their recovery 
within the group setting. 

4. Altruism: Clients begin to understand they are a vital part of the other members' recovery 
process. They learn how to give and receive help, and to establish appropriate boundaries. 

5. The corrective recapitulation of the primary family group: Clients may experience the 
group as comparable to their own families. Working through problems with the group leader 
and members can be similar to working on past unfinished business in their own families. 

6. Development of socializing techniques: Clients learn that the group 1s a place to be with 
others, listen, talk to others, and learn about others' impression of them. 

7. Imitative behavior: Groups allow clients to ‘try on” behaviors they have seen in others. 
They may find that these behaviours work for them and retain them, or they may be 
discarded. 

8. Interpersonal learning: The client learns that life doesn't always unfold as expected, that 
others are dealing with similar issues, and that options are available for replacing negative 
behaviours. 

9. Group cohesiveness: Being part ofa group can instill a sense of belonging in the client 
through group decision-makin g and cohesiveness. This can transfer to groups the client is 
part of in their daily life. 

10. Catharsis: Participants are able to vent, explore feelings and gain relief from having 

expressed those feelings. 

11. Guidance: The therapist nurtures the members and supports the clients in several aspects. 
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Types of Group Psychotherapy 


(1) Inspiration-supportive—AA; 


(2) Psycho analytically oriented; 


(3) Confrontational— Psychosis; 


(4) Therapeutic community- Mental health professionals; 


(5) Discussion —topics important to members; 


(6) Medication — effects and side effects; 


(7) Activity- role plays. 


Specialized Group Therapy Techniques 


Behaviour therapy, Family group therapy, Transactional analysis, Structural interactional group 


psychotherapy, Psycho analysis in groups, Psycho drama, Psychopharmacological group 


psychotherapy 


Group Psychotherapy with Special Categories 


Group therapy (GT) with: homosexuals, Children and adolescents, Neurotics and psychotics, 


Psycho somatically ill, Substance abusers, Elderly, Married couples. 
Group Psychotherapy in NIMHANS at Glance 


Perinatal Groups — (Psycho-education, Breast feeding, Mother - Infant Bonding) 
Child Guidance clinic (Psycho-education, Parent management) 

Schizophrenia Clinic (Psycho-education) 

Group Work with OCD patients (Psycho-education) 

Group work with Neurological Patients (Psycho-education) 

Group work with Neuro Surgical Patients (Psycho-education) 

Geriatric group (Psycho-education, dementia management, welfare benefits) 
Group work in Tobacco Cessation ( Psycho-education) 

Group work in Rehabilitation setting (Social skills training) 


Group work with persons with Substance Abuse (Motivational (Relapse prevention) and 
family support groups) 


Sessions: Psycho e : i i 
: Psycho education, Stress Management, Assertive Skills, Problem Solving Skills, 


Coping Skills, Craving man 


agement, Money management (discussions, role plays, sharing 


experiences). 


Development of Group 
Prompt and consistent attendance, Definite time and place, Willingness to participate, Existence 
of “We feelings”, Desired *to have more complex programmes, Existence of Informal 


relationship among group members. Willingness to extend relationship with other groups and 


agencies, Willingness to take leadership and responsibility. 


The Role of the Group Therapist 


s Maintain a relationship characterized by warmth, empathy, concern, acceptance 
and genuineness 
@ Be sensitive and flexible to the needs of the group, all the while making valuable 


interventions through appropriate verbal and nonverbal behaviour 

s Maintain a proactive attitude towards clients 

° Develop skills to counteract forces that are detrimental to therapy, such as 
unpunctuality, absenteeism, sub-grouping that threatens cohesion, etc. 

& Encourage experiential 'feeling-level' statements, facilitating members to get in 


touch with their negative feelings, suchas shame, guilt, resentment, fear 


e Get actively involved in shaping group norms 

e Encourage one-to-one communication between group members > 

* Guard against excessive criticism and frequent interruptions 

® Encourage feedback 

« Be arole-model participant 

® Recognize that the group's power is more than one's own 

e Resist the urge to quickly intervene with the right answers. 
Plenary Discussion: 


The plenary was opened for a discussion after the last slide was presented. The resource persons 
were on the panel and the discussion was moderated by the rapporteur. 


The questions and points raised by the participants were as follows: 
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Can you please elaborate a little more on the 
activities like role-plays that you use with 
groups with Substance Abuse > 


Is there any claim that group therapy is more 
effective than individual therapy? 
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RESOURCE PERSON'S RESPONSES 


One of the most common kinds of role-plays 
we use in this group is in relationship to 
relapse prevention and in that assertiveness. 
A scenario is presented to the group such as a 
birthday party of one of the group members 1s 
going on and the other group members have 
to pressurise the person whose birthday it 1s 
to consume alcohol. The job of the actors to 
assertively say no in the face of pressure. 
Assertiveness skills involve not only saying 
no but also to say it without hurting the other 
person. A common example we use is when 
we have been abstinent from alcohol over the 
past year or so. A friend visits us from a 
foreign country with a bottle of some fine 
alcohol. How do we say no without hurting 
that friend and appreciating the friend's 
sentiments regarding bringing that gift? 


Yes, not directly but indirectly. There are at 
least two different ways of looking at this. 
One is cost-effectiveness. The amount of 
time and money spent on one individual to 
cover the same issues in individual therapy 
can be used in helping several individuals in 
group therapy. The other way of looking at 
this is Some research is there suggesting that 
group therapies alone can be as effective or 
sometime more effective than any other form 
of treatment (e.g. AA). The evidence for 
individual therapy, although growing, is still 
only as an add-on therapeutic intervention. 
Very few studies have proven that individual 
therapy is better than any other form of 
treatment. Group therapy has its limitations. 
However, barring a few wide spread groups, 
most studies indicate that group 
psychotherapy ‘alone’ is not ‘better than’ 
other therapies but ‘along with' some other 
form of therapy is 'more useful", 


How many sessions of group work must one 
take to attain some level of success? This 
question is asked keeping in mind not the 
substance use population but a more chronic 
mental illness and rehabilitation setup in 


mind. 


Can you explain about this confrontational 
model that you said you use among persons 
with psychotic illnesses? 


Do you engage with clients in group therapy 
for clients who are actively symptomatic 


CBT has some evidence and is also being tried 
at various places. Some experiments are set up 
to help the client realise the falseness of their 
beliefs (delusions). It is easier to work with 
persistent systematised delusions than 
fleeting ones. It is also important to note that 
all of this needs to be dealt with extremely 
carefully and is a matter of great skill. 

This anecdotal evidence comes from 
Australia. There were a group of persons with 
schizophrenia who could not afford routine 
treatment. With this group of people, CBT was 
tried and shown some symptom reduction. 
There is no RCTs or strong evidence for this 
practice. 


There is no hard and fast rule as to the 
number of sessions. Nevertheless, generally, 
one topic must be covered in a group tn about 
5 to 10 sessions depending upon the duration 
and frequency of the sessions. Ideally, 5 to 10 


sessions, but remember, it is extremely 
flexible and varies from group to group, 
problem to problem. 


Confrontation is not fighting and hitting the 
client. It. is a therapeutic technique using 
Socratic Questioning in order to help a client 
reach a realisation that what a client is 
experiencing may not be real but just 
perceived as real; e.g. when a client is 
psychotic, we may use Socratic questioning 
to help the client realize that the therapist is 
unable to hear the voices that he/she is 
hearing. 


Not with clients who are actively 
symptomatic. We usually stabilize the 
Symptoms and then engage with clients. 
Although CBT has been tried with actively 
symptomatic clients at an individual level 
from some persons in Australia and the USA. 
Large scale evidence regarding this is still yet 
to be gathered. There are isolated reports of 
this being tried. This is definitely not tried in 
groups. 


How can psycho-education be given for 
persons with schizophrenia? Can you give it to 
the patients themselves or to the caregivers? 


Does the group therapist encounter counter- 
transference? 


It was a good presentation that outlined theory, 
history and practice. The presentation might 
be particularly helpful for students of social 
work. 


The reason that the resource persons are able 
to do their group psychotherapy so well 
because it is NIMHANS. In a closed and 
controlled environment such as this, it is 
relatively easy to do group work. My 
experience of trying to get a group of children 
with schizophrenia together failed because the 
parents told me that they did not want others to 
know that their child had schizophrenia. 


Group work as a method of social work is the 
most difficult. Even in a closed set up like 
NIMHANS, Psycho-educational groups are 
relatively easy to form. Therapeutic groups 
are still met with regular drop-outs. This may 


be because of the high level of skills 
requiredin this area. 


Psycho-education is a form of education 
given to the patients or their caregivers. It 
involves several aspects of diagnosis, 
aetiology, treatment and prognosis. This can 
be given to clients and caregivers in groups 
together or separately. This is tailor made to 
each client and family situation. 

Psycho education is not simple telling 
someone that they are mad. There are a 
specific set of skills involved in psycho 
education. Those very same skills need to be 
adapted and applied in group situations as 
well. | 


Transference and counter transference can 
occur in any form of therapy: be that with 
individuals, groups or families. 


Thank you. 


We agree. Can you share some more 
experiences in which you have not been able 
to form groups or your group work has 
backfired? 


In an open community even forming a single 
group can take a minimum of 3 years if one 


Were to start from scratch. It is relatively easier 


from an institutional point of view because the 
ground work for forming the group has 
already been done. 

Even when from college we were asked to 
attend group therapeutic sessions for personal 
growth, we, at master's level were 
uncomfortable and dropped out of the 
sessions. It is so much more difficult to expect 
persons with mental illness to attend the 


group. 


Sometimes, having individual sessions with 
specific members help to increase _ their 
participation and thereby healing too. 

Some amount of perseverance also needs to 
come in. One cannot say that they have failed 
once and therefore not try it again. Sometimes, 
trying and trying and trying again till one 
succeeds are required. 

Apart from confidence in oneself and one's 
efforts, one must also be competent to handle 
difficult group situations as well. Most often 
our training gives us training to handle 
difficult clients individually but not ina group. 
Sometimes it needs to be made mandatory as 
group work has a strong cultural component to 
it. In an Indian context, we like to keep things 
secret and since there is a strong community 
bond, it is difficult to maintain absolute 
confidentiality in groups. As a result of this, 
group formation itself, is hindered. 
Sometimes, incentives are also necessary. 


Ble 


How does one deal with drop-outs and 
relapses in group therapy? In general, how 
does one deal with failures in group work? 


Maybe some answers lie in our 
understanding of group work. There are 
different kinds of group work for closed 
groups and different kinds of group work for 
open groups. 


Almost | in three women, after delivery go 
through a period wherein they feel low and are 
depressed. About 1% of these women also 
have severe psychotic breakdowns which can 
result in harm to themselves as well as the 
baby. The mother may refuse to feed the baby 
or not feel attached to the baby and so on. In 
group sessions, we have used 15-20pictures of 
positive messages such as women breast 
feeding, or women supported by their 
husbands, women coming to_ hospital, 
planning pregnancy and so on. We show these 
pictures in the group and get responses from 
the clients regarding their perceptions of the — 
pictures. There is a strong psycho educational _ 
component to these groups but certain 
therapeutic elements are also incorporated 
into it. The use of interesting mediums suchas | 
the picture cards 1s worth noting and may be 
adapted and applied to other situations as well. 


Please enlighten us a little more about your 
work with post partum patients. It is not a very 
widely spoken topic. 


Conclusion and felicitations: 
The session ended with the moderator handing the floor over to the organiser. The organiser 


felicitated the resource persons with a memento each handed to the resource persons. 
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Day Two: 1” August 2014 
SESSION - 1 


The second day began with symposium on Psychotherapy in Medical settings which was chaired 
by Dr Prakashi Rajaram. The members of the panel were Dr Sheila Daniel, Ph.D, Mrs. Eliza 
Pereira, (Ph.D) and Mrs. Tania Roy (Ph.D). 


TALK I: PSYCHOTHERAPY FOR PHYSICALLY ILL PATIENTS 


Resource Person: Sheila Daniel- Transformation Centre 
SHEESHA Karunya Hospital, Coimbatore 


Dr. Sheila Daniel discussed about Psychotherapy with the Physically Ill Patients. She spoke 
about the various settings in which psychotherapeutic interventions were utilised. Dr. Sheila 
also elaborated on grief therapy and crisis intervention strategies when handling suicidal patients 
and trauma survivors. She emphasised on solution-focused therapy in dealing with these 
individuals as the focus would be to shift from post-traumatic stress to post-traumatic success. 


She concluded her session with inputs on handling resistant, uncooperative, hostile and negative 


patients who often come to hospitals against their will. 


SETTINGS OF 
INTERVENTION 


TYPE OF PATIENTS 


Diabetic & Endocrine Disorders 


Cardiac &Gastroenterological disorders. 


Patients with tuberculosis 


Patients with leprosy, other Dermatological problems 
HIV / Aids patients 


Cancer 


Medical Departments 


Sensory Disorders: 


- Visual 


-Hearing 


Patients with chronic renal failure 


Neurological disorders. 


Reproductive health problems 
Anti-natal / post natal patients 
Paediatrics patients 


Infants & children with chronic problems 


Surgical Departments General surgery / Orthopaedic patients with amputation. 
fan) 


Plastic surgery — injuries / burns 


Those requiring organ transplantation. 


Intensive Care Unit Critically ill patients — both medical & surgical 


Trauma Victims 

Road traffic accident 

Assault 

Homicidal attack 
Emergency Department Rape / abuse 

Suicidal patients 

Violent patients 

Medical & Surgical Patients 


Patients with injuries / burns 


MEDICAL DEPARTMENTS 
Endocrine Disorders- Diabetes Mellitus 


Chronic condition requiring prolonged medical supervision and informed self-care. 
e Psychological factors important as they influence its control 
e Stressful experiences can lead to endocrine changes 


¢ Self-care and compliance decline with stress. 


e Psychiatric problems include depression, anxiety and eating disorders. 


e Psychological and social problems are common with severe diabetics, due to loss of 


vision, renal failure vascular disease and sexual dysfunction. 
Treatment: 


e Stress reduction throu gh stress management techniques. 


e Psychiatric treatment for depression 


e Psycho- education 


Endocrine Disorders- Thyroid Disorders 


Hyperthyroidism: Results from inadequate 


Hypothyroidism: Hormone levels are 


synthesis of thyroid abnormally low 


hormones-excess ofhormones 


Psychiatric Symptoms : 
¢ Marked slowing of all mental processes 


Psychiatric Symptoms 


¢ Marked anxiety and tension ¢ Progressive loss of initiative and interest 


¢ Memory difficulties 


e Emotional ability 


e Thinking is easily muddled 


Irritability and impatience 


e¢ General intellectual deterioration 


e Distractible over activity ¢ Depression with paranoid flavor 


e Organic psychosis 


e Exaggerated sensitivity to noise 
¢ Pharmacotherapy (for depression/ 


Fluctuating depression anxiety/ psychosis) 


Supportive psychotherapy 


Cardiac Disorders 


¢ Stressful life events can precipitate acute ischemic syndromes 
¢ Some studies - Type'A' personality being an etiological factor 
¢ Other studies -Indicate it may be the role of faulty life styles, anxiety, depression and 
social isolation 
Intervention: 
¢ Psycho education -To change faulty life styles 


O Cognitive Behavioral approach to Stress reduction techniques 


O 


Mobilizing social support 


Hypertension 
e Chronic condition- if untreated, can eventually result in increased risk of cardiac, 


peripheral vascular disease and stroke 
e Psychological Factors: 
O Mental Stress 


O Can manifest anger, anxiety and depression 


33 


Treatment- Pharmacotherapy 


e Stress management 


O Anger management 
O Training in Relaxation 
O Exercises 


AUTOIMMUNE DISEASES 
RHEUMATOID ARTHRITIS 


Asystemic, chronic inflammatory and a progressive auto immune disease 
e Depression is found to be associated in some cases. | 
e Patients with mood disorder report increased pain and functional disability 
e Patients who tend to be passive, avoidant tend to fare less well than those who 
demonstrate an active involvement & problem solving focus 
Treatment: 
e Psycho education 
e Self Observation: Maintaining daily record-behaviour diary format- how they responded 
to stress events that day-A, B, C. 
e CBT—Effective inreducing pain behaviour 
¢ Cognitive Restructuring: Helps patients become aware of & change their inadequate 
thoughts, beliefs & expectations 
¢ Kelaxation Training: When they learn to relax, they think more rationally& 
restructure negative cognitions when faced with stress 
e ime Management: Some don't take time for their needs. Time management methods 
are designed to help individuals restore a sense of balance 
e Problem Solving: 1) Problem Identification 2) Generating Alternatives 3) Evaluating 
The Alternatives 4) Implementing The Solution 
COPD: 
¢ Smoking aggravates the condition 
e Depression & Low Self- esteem has been found to be associated. 
e Treatment: -Education & Exercise —essential for rehabilitation 
O Smoking cessation Programme 
O Supportive Psychotherapy 


O Social Therapies 


DERMATOLOGICAL DISORDERS 
leprosy 
e Beset with low selfesteem 
e =Are often victims of stigma / self stigma/ rejection / neglect 
e Deformed patients are discriminated in the employment market. 
e Unable to make use of public utility services without reservation. 
Therapy: 
e Supportive Psychotherapy 
e General Systems approach 
e Psycho education —Medication compliance, its side effects, deformity prevention 


e Social Therapies 


Eczema: 
Chronic skin disorder, characterized by pleurisy and inflammation 
¢ Mild to moderate severity — likely to have psychiatric symptoms —co morbid problems — 
anxiety & depression 
° QOL affected —psychological well being & social functioning 
Alopecia: 
Non-scarring hair loss 
e Stressful life event 
¢ Symptoms of anxiety and depression 
Psoriasis: 
Chronic relapsing disease with characteristic lesions, clear-cut borders with 
silvery scales— for some, persists throughout life. 
¢ Severe impairment in QOL & negative impact on psychological, vocational, social & 
physical functioning 
e Stress -perception resulting from other's reaction & Social stigma 
e Cosmetic disfigurement & Social stigma- leads to difficulties in interpersonal 
relationships 
e High levels of Depression, Anxiety Suicidal Ideation 


Treatment 
e -Supportive Psychotherapy 
e -Cognitive Behavioral Stress Management 
e -Relaxation training 
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PATIENTS WITH TUBERCULOSIS 


Interventions: 


e Psycho-education 


e Importance of medication compliance 


e Adequate rest / Adequate nutrition 


e Tobe free of mental tension 


e Hygiene-To avoid infecting others. 


e Supportive Therapy: 
e Cognitive Behaviour Therapy — To change negative perceptions about illness for 


facilitating rehabilitation 


e Systems Approach 


e Social Therapies — Mobilization of resources & Vocational Rehabilitation 
SENSORY DISORDERS 


¢ Leads to fear, frustrations grief for patients and families 


e Lack of understanding from others augment 


their problems 


e Some adjust in the long term, while some contrive to be depressed and anxious and 


have wide range of personal and social problems. 


Intervention 


e Solution focused therapy 


e Referral to self-help group 


e Social Therapies 


O 


O 


PAEDIATRICS 


Vocation rehabilitation measures may need to be taken. 


Mobilization of resources for material help / other governmental facilities. 


In the Dept of Paediatrics, psychosocial services are provided for children with chronic diseases 


such as Chronic Blood Disorders where in Supportive therapy for children and parents is 


provided. 


MENTAL HEALTH ISSUES RELATED TO REPRODUCTIVE HEALTH 


Sterilization 
Menopausal Syndrome 
Reproductive pathology 
Pregnancy and delivery 


Polycystic Ovaries Syndrome 
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Care for the dying patient 


The psychosocial care for the patients who are terminally ill depends to a great extent on: 


Ability to care compassionately & effectively — depends on the therapist's attitude 
towards death. 

Training orientation. 

Perception of death 

Prevent avoidance of patient on account of a sense of failure. 

To provide opportunities for communication of anxieties / fears, etc. 

Dialogue with patients regularly with eye contact, touching appropriately & answering 
questions truthfully. 

Some Patients do not want to know much about illness— feelings should be respected. 
Pain management 

Care for family. 


Grief Therapy 


Factors That Determine the Nature of Grief include: 


Mode of death 

Timely / untimely 

Who the person was 

Characteristics of the relationship 

Personality variables 

Coping skills 

Social variables 

Religion and culture influence both the perception and expression of loss. 


In therapy, itis important to 


¢ Begincommunicating early with the family. 

* Give psychological support. 

* Communicate concern through verbal /non verbal clues 
* Educate about loved ones condition 

* Check ifinformation has been understood properly 


* Handle emotional reactions at various stages 


EMERGENCY SERVICES 
Trauma Victims can present to the emergency services as: 


Victims of Road Traffic Accidents 
Assault victims 

Homicidal Attempts 
Rape/Abuse/ Neglect 


Suicidal Patients 


CRISIS INTERVENTION 
e Supportive therapy &Realistic reassurances 
e Establish short term goals 
e Helping to gain insight 
e Working with significant members 
e Collateral contacts 
e Environmental modification (ifneed be) 
e Enlisting social support 
e Systematic and well organized follow-up services 
e Training of family members in recognizing warning signals for future suicidal behaviour. 


Therapy with trauma victims should consider the following aspects: 

e Expectations of continued adversity leads to helplessness, withdrawal, passivity, anxiety, 
depression & health problems 

e Expectations of control - promote persistence, coping capacities & resilience to 
depression & physical health problems 

e Exploring patient's resilience, factors that enabled coping in the past, helps promote a 
more positive view of self 

Solution Focused Therapy - should shift focus from impossibilities to possibilities- from 

post traumatic stress to post traumatic success 

e Donotassume that they want revisit traumatic memories. Some will, some won't. 

e Look for strengths & resources 

e Gently challenge self-blaming 


¢ Growth in trauma survivors emerges from the struggle with coping 


THERAPY WITH DIFFICULT PATIENTS: When resistant, uncooperative, hostile & 
negative patients, who often are brought to hospitals against their will. 

Dejong & Berg advocate for the use of Solution Focused Therapy to be their own authority on 
what they want changed in their lives, how they want changes to happen, rather than what they 
have to do. The focus should be on gathering the strengths of patients and complimenting them 


Convey that they have competencies & solution will arise. The therapy should help them open up 


new possibilities . fant ons . ' ; : 
possibilities and the patient's cooperation will follow. Resistance is their unique way of 


being & perceiving. The existence of perceived resist 


Ane | ance should make therapists ask ‘not 
nowing questions' 


. and keep door open for continued cooperation. There is a need to replace 
anger & frustration with empowerment & hope. 


he session woun V 1e] « Cl ¢ ¢ ( € ¢ ¢ « Cé & & G Ge C be 
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Interventions include 


. Positive Psychotherapy for parents 

* Social Therapies For those with financial difficulties. 

. Mobilization of resources / concessional care for continued treatment. 

« Referral to avail of Govt. facilities “€.g. passes in train / bus to facilitate travel for 
treatment. 


PROBLEMS RELATEDTO SEXUALITY AND GENDER IDENTITY 


Sexual Dysfunction: Low sexual desire, impotence/ lack of arousal, orgasmic 
dysfunction 

Causes may include 1) low sexual drive, 2) anxiety, 3) physical illness/ surgical 
treatment, 4) effects of medication 

Therapy: 

oO If Physical —surgical/ pharmacological 

oO If secondary toa relationship problem — Couples Therapy 

Oo At times simple education only is necessary 

oO Sex therapy — Masters & Johnson —take part ina series of graded tasks' 

Gender identity disorders. Intersex Conditions include a variety of syndromes in which 
people have gross anatomical or physiological aspects of the opposite sex. 

A panel of paediatric, urological, and psychiatric experts usually determines the sex of 
rearing on the basis of clinical examination. tests. 

Therapy also explores the possibility hormone treatment / sex — reassignment surgery 


THERAPY WITH THE ELDERLY 
Issues that are encountered in the elderly may fall into the spectrum of the following: 


Multiple Losses - health/ relationships / property and independence. 

Psychiatric disturbances — behavioural problems, irritability, anxiety, cognitive decline 
dementia, depression, psychosis. 

Incidence of abuse / neglect. 

Depression in medically il 


‘Unfinished Business’ 
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Interventions 
e Supportive therapy / help to ventilate suppressed emotions. 
e Griefmanagement for multiple losses 
* Behavioural Interventions for those with cognitive deficits 
¢ General Systems Approach 
© Work with Families: To help ventilate, support &understand problems of the aged 
- Support and strengthening the coping and caring capacities of the family — to avoid care 
giver burden 


e Social Therapies, which will include leisure time activities. 
PATIENT REQUIRING SURGICAL TREATMENT 


Reasons for referral for therapy can be pre operative or postoperative. 
e Those with physical deformities may feel distressed, fear for social stigma and isolation. 
e Provide an opportunity to ventilate feelings of fear and anxiety. 
e Amputees may develop denial, depression and phantom limb syndrome. 
e Some exhibit functional incapacity disproportionate to the physical state. 


Similar problems may present in organ donation/ transplant. 


Therapy will involve the following: 
e Problem solving skills to be enhanced 


e Psycho education on aspects of recovery process. 


INTENSIVE CARE UNITS 
Medical and Surgical ICU Psychosocial care 
The focus of psychosocial interventions in the ICU can include a spectrum of therapies. Major 


focus 1s given to the end of life issues and the care of the dying & their families. These can include 
the following: 


* Aiding families to take a decision regarding withdrawal of life supports. 


(Solution Focused Therapy) 
e Grief therapy 


Motivati amilies ‘ai 
vation of families of brain death for organ donation 


TALK II: 
“THE SIGNIFICANCE OF PSYCHOTHERAPY PRACTICE IN MEDICAL SETTING” 


Resource Person: Mrs. Eliza Pereira, MSW, M. Phil, Ph. D- 
Social Welfare Officer, Dept. of MSW, 
St John's Medical College Hospital, Bangalore 


What to look for in this document: 
¢ Hospital View 


e Origin of Medico Social Work Department 
© Medico Social Work Practice in Specialties and Super Specialties 
¢ Application of Psychotherapy and Empowering therapist in general Hospital settings 
e Case Vignettes 
e Challenges 
Definition 


“Medico social work is enabling the patients to function physically, socially and Psychologically 
at the highest level possible within the constraints of the disease and treatment.” Joan Beder 
(2010). The Inception of Dept. of Medico Social Work in St John's Medical College was in 1979 
by Dr. Shiela Daniel. 

The goal of the services has been to provide psycho social interventions to patients and care 
givers to deal with their crisis situations using Psychotherapy Techniques, in helping them to deal 
with the diverse problems in the medical, physical, psychological/ emotional, social, and 
vocational functioning. 


At present, Clinical Social Workers practice in different specialities such as 


° Cardiology e ICUs- MICU, SICU PICU, 
e Neuro surgery NCIU, EICU 

¢ Oncology e Medicine Dept. 

2 AKL e Surgery Dept. 

Cr Vik. e =©Paediatric Dept. 

e Orthopaedic e Paediatric Surgery 

e Obstetrics & Genecology e Uro—Gastro Dept. 

e Nephrology, Dialysis unit, e Plastic Surgery/ Burns 


Transplant Unit 
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In psychotherapeutic interventions with patients with different medical diagnosis, the common 


conditions that are encountered include: 
Hematology: Thalassemia, Hemophilia, Leukemia, Aplastic Anemia, GB Syndrome, 
HIV/AIDS, SLE (Auto Immune Disorder),Rheumatoid Arthritis 
Nephrology: CKD- chronic kidney disease & Nephritic syndrome 
Plastic surgery/Burns: Reconstructive surgery,Burns/ types of burn- thermal burn, flame burn, 
scald burn & Acid victims/Suicidal Victims 
Cardiology : CABG (Coronary Artery Bypass Graft), CAD (Heart Disease (Coronary Artery 
Disease), Cardiac Arrest (Sudden Cardiac Death), Cardiomyopathy, COPD (Chronic 
Obstructive Pulmonary Disease) and CVA- Cerebrovascular accidents. 
Intensive care unit: MODS (Multiple Organ Disorder),COPD (Chronic Obstructive Pulmonary 
Disease),Pneumonia,ARDS — Acute, DBR/DNI/Comfort Care & Discharge against Medical 
Advice 
Neonatal ICU: Respiratory distress syndrome, Preterm Birth/low birth weight, Congenital 
Defects (Birth Defects), Child Abuse & Unwed Mother 
Oncology: Cancer of cervix, Breast cancer, Different types of cancer 
Neurosurgery: Myocardial infection, Sever Head/spinal cord injury/accident cases, 
Craniotomy, Spinal cord injury, Traumatic brain injury, Epilepsy. 
Application of Individual Psychotherapy in three specialties was discussed in the session with 
case vignettes. 
I: Individual Psychotherapy with Burn Victim 
Name: Mr. X 
Department: Plastic surgery/Burns 
Age: 25 year 
Sex: Female 
Education: B. com Graduate, Computer basic 
Occupation: Receptionist cum Secretary in Biochemistry Lab 
Marital Status: Single 
Type of family: Nuclear Family 
Socio- economic status: Middle class family 
Issues addressed: 

* Physical: Disfigurement of physical identity 

e Psychological (emotional): Shock, anxiety( future, marriage, education, hiring job), 


frustrati srief. s¢ Wa Haat: 
lon, grief, sadness, helplessness, hopelessness, worthlessness. suicidal ideas 

¢ Social: withdrawal. Isolati ara . 
withdrawal, Isolation, social acceptance- the way society looks and reacts 
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Application of psychotherapy: 


Comprehensive medical and psychosocial assessment 
Catharsis 


Stages of grief- shock, anger,denial, bargaining, depression and acceptance 
Behaviour analysis 


Ego strengthening 


Increase self understanding, insight, self-esteem, self effectiveness, motivation 
Instillation of hope 


Problem solving 


Positive Reframing 


Relaxation techniques 


Self strengthening strategies 


Setting short term and long term goals 


Action plan. 


II: Individual psychotherapy with burn victim 


Name: Mr. X 

Department: Plastic surgery/Burns 

Age: 25 year 

Sex: Female 

Education: B. com Graduate, Computer basic 

Occupation: Receptionist cum Secretary in Biochemistry Lab 
Marital Status: Single 

Type of family: Nuclear Family 


Socio- economic status: Middle class family 


Issues addressed: 


Physical: Disfigurement of physical identity 
Psychological (emotional): Shock, anxiety(future, marriage, education, hiring 
job), frustration, grief, sadness, helplessness, hopelessness, worthlessness, 


suicidal ideas 
Social: withdrawal, Isolation, social acceptance- the way society looks and 


reacts 
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Application of Psychotherapy: 

e Comprehensive medical and psychosocial assessment 

e Catharsis 

© Stages of grief- shock, anger, denial, bargaining, depression and acceptance 


~~ 


e Behavior analysis 


e Ego strengthening 


° Increase self understanding, insight, self-esteem, self effectiveness, motivation 
° Instillation of hope 

e Problem solving 

« Positive Reframing 

e Relaxation techniques 

s Self strengthening strategies 

° Setting short term and long term goals 

s Action plan 


III: Individual psychotherapy practice with chronic kidney disease 


Mr. A 

e Aged 42 year, married, auto driver, from low socio economic status. 
e On dialysis for 5 years, 

e 5/4/2014 underwent renal transplantation successfully 

e Received psychotherapy intervention 

e 


Support group member 


IV: Individual psychotherapy with spinal cord injury- paraplegic 
Name: Mr. X 

Department: Physical Medical Rehabilitation 

Age: 30 years 

Sex: Male 


Education: Graphic Designer 


Occupation: Business 
Marital Status: Married 
Type of family: Nuclear Family 


Socio- economic status: Middle class family 


Issues: 


Disability caused psychological distress 


Self care- issues related to bowl, bladder and activities of d 


aily living 


Family, educational vocational issues 


44 


Interventions: 

Individual counselling 
Motivation to continue education 
Vocational rehabilitation 


Today: Life on wheel chair ( bread winner, family man, entrepreneur , well established social 
identity and societal status) 


V: Individual psychotherapy with breast cancer patient 


The five stages of acceptance that the patients who are terminally ill with cancer go through are 


the following. (Dr. Elisabeth Kubler-Ross) | 
Denial - “This did not happen. She is not dead, just went away.” 
Anger - “Why did this have to happen? I hate her! She left me!” 
Bargaining - “I promise I'll be good if she will come back.” 
Depression - “I really miss her; I feel alone now.” 
Acceptance - “Grandma is gone but it is ok.” 


The stages are tools to help us frame and identify what we may be feeling, and guide the 
therapeutic process. The sequence and time frame are different for everyone, and it doesn't 


always happen in exact order, may revert before moving forward. 


Grief counselling in ICUs 

To provide opportunities for Communication/ventilation of emotions like pain, sorrow, anger, 
guilt, feeling of love towards the diseased or dying. 

Child protection unit (2012): Psycho social intervention 

In the Child Protection Unit, the multidisciplinary team focusing on treatment include the 


Medical social worker, Paediatrician, Psychologist, Forensic Doctor and Gynaecologist. 


GROUP THERAPY INTERVENTIONS 
The focus of working with the patients in the group setting is to identify and find solutions to 
the problems in group psychotherapy interventions. 
Y Dialysis Support Group: Dialysis support group has recently merged into self help 
group- registered as Bangalore Hemodialysis Association® 
Burns support Group 
PMR —Physically Medical Rehabilitation Support Group 
Pediatric Onco support Group 
Play & Art therapy 


BS a Nee 
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Outcome of group intervention: The groups provide the patients with the following support, 
among others: 

— Family away from family 

— Self identification 

— Belongingness- dependability( crisis situation) 

— Self empowerment 

— Group support 

— Self employment 

— Improved quality of life 


— Feeling comfortable 


Over view of department's services 
e Grief counseling e Psycho Education 


e Cadaver Counseling e Vocational Counseling& guidance 


e Transplant Counseling Complete Rehabilitation &placement Services 


e Adoption Counseling e Support Group (PMR, Nephro, Burns ,Paed Onco) 
e Childless couple Counseling e Visits (collateral contact) 

e Marital Counseling e Counseling on effective Parenting 

e Family Therapy e Medical Legal Guidance 


Challenges faced by the clinical social worker are many and involve different areas of 
functioning: é 


" Professional Recognition/credibility 

. Knowledge on medical diagnosis/illness/ medical jargons 
: Good interpersonal relationship 

. Good communication skill 

" Be proactive and dynamic 


Have inductive and deductive reasoning to take up more research activities 
Free from ego centrism 
" Add humor 


Be approachable, committed, dedicated 
" Good role model 


Awareness of social work ethics and medical ethics 
Consciousness about human rights 


Ms. Eliza conclude : . : 
a concluded the talk with various anecdotes from her practice that has been a 


lea ' » “4 ay =) _ Kc: > 1 , 
arming experience for the entire group. 
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TALK 3: PSYCHOTHERAPY IN MEDICAL SETTINGS 


Resource Person: Ms. Tania Roy, 


Ph D Scholar, Dept of Psychiatric Social Work 
NIMHANS, Bangalore 


Ms. Tania Roy, the final resource person for the symposium concentrated on Psychotherapy in Neurology. 
Introduction 


The diverse recoverable and irrecoverable impact of neurological illness reduces quality of life 
(WHO, 2006). The experience of illness becomes worse specifically due to the psychosocial 
impacts of the illness. Health is not one dimensional. Goal of treatment j is to Improve a person's 
quality of life, then, multiple facets of the same person need to be catered to at the same time. 


Psychosocial interventions are required to address this psychosocial impact. 


Psychotherapy Practice in neurology 
Psychotherapy Approaches used in Neurology may be Individual, family or group. The various 
strategies of therapeutic interventions include: 

= Supportive therapy 

=" Breaking Bad News 

= Educative -Psycho/illness Education 

= Cognitive —behavioral - CBT, anger management, Behavior Modification etc. 

=" Solution—Focused 

= Systems Approach—mainly families 

=" Constructivist— meaning making 


= Eclectic—A combination of various approaches 


Supportive Psychotherapy 


Dewald (1994) defines Supportive Psychotherapy as “aimed at symptom relief and overt 
behavior change without emphasis on modification”. The focus is on reflection rather than 
interpretation or direction, and aims at restoration of patient to former state. The indications to 
adopt Supportive Psychotherapy usually include stressful life events and emotional/behavioural 


breakdown. 


Techniques: Catharsis, Flexibility, Reassurance, Observations about underlying meaning, 
Praise, Guidance and Externalization of interest. 

Therapist's basic stance: “Responsive without being intrusive” 

Case I: 

A girl of 25 years was referred from OPD regarding relapse of GTCS while on medication. On 
assessment, she was found to be highly stressed and found it difficult to engage in therapy. 
Therapist built rapport. Allowed her to talk what she felt comfortable about. Ventilation revealed 
high levels of internalized stigma, social isolation impacting age-appropriate tasks. 
Hopelessness about future including marriage and leading a normal life was very much evident. 
The therapist took a supportive stance, and provided reassurance; “listening” helped her to think 
in more organized manner, motivated for pursuing hobbies. Having achieved a minimum 


equilibrium with these techniques, the therapist could move into more structured therapy. 


Breaking of Bad News 
In Neurology, often illness is degenerative in nature, and prognosis 1s poor. Breaking of Bad 
news becomes an inherent task of PSW team. It is one of the most difficult tasks and requires 


maturity and expertise to conduct such sessions 
Steps to be followed in Breaking the Bad News 


= Rapport Building 

= Setting up of the session — Seek privacy and time, involve only willing members — 
significant others, sit down and be relaxed yourself, connect to the members, manage 
interruptions 

= Assess perception — “Before you tell, ask” 

= Obtaining willingness to “hear” 

= Giving knowledge and information — facts 

= Assessing and balancing emotions with empathy 

= Strategize for future 


Case 2: 


A man of ar 

ound 50 years came from Bangladesh. He had degeneration of muscles of legs and 
arms IC rani ‘OOTeRci ie : 
arms, which was rapidly progressive. Dur ing the interview, it was realized that they has last hope 


on NIMHANS. It required assessment & gentle breaking of news. A phase of bar 


an gaining — some 
relief was expected. Lastly realistic hope prov 


) ided through asking for compliance to physical 
therapy, retaining abilitie Sj vie : 

PS ing abilities than focusing on disabilities. Family member walked out with 
therapist seeking more clarification. 
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Psycho /illness Education 
Psychoeducation IS a form of therapy that deals with information sharing about illness — 
diagnosis, prognosis, impact of illness. 
‘ hi 
Assessment — knowledge about illness, attitudes and beliefs, health practices, social 
support and barriers to health etc 


= Widely used in medical set up 


= Helps in reducing distress, myths and misconceptions, aims at behavior change 


Cognitive Behavioral Therapies 

Aim: To alter dysfunctional thinking patterns and behaviours and learn newer helpful patterns of 
thinking and behaving. Beck's Cognitive triad (comprising of the self, the world and about the _ 
future) causes a person to be depressed (Beck, 1976: Beck & Weishaar, 1989). Research evidence 
is present for this form of therapy in cases of treating depression in Parkinson's disease (Troeung, 


Egan, & Gasson, 2013) 
Techniques 


= Adetailed screening of psychiatric symptoms or behavioural problems 

= Conceptualization of the therapy and individualized therapy plan 

= Avery well established rapport 

# Collaborative process with the client 

= Focus on the present — focus on individual's current thoughts and behaviours 

= Educative as wellas skill based 

= Problem focused 

=" Time bound and goal oriented 

= The therapy teaches clients to eventually identify their dysfunctional thoughts, change 


them and learn new ways of thinking and behaving. 


Case 3: 

36-year-oldman married hailing from eastern part of India presented himself with Parkinson's 
disease. He was found to be clinically depressed. 

On exploring: Disease had greatly impacted his occupational functioning, family life. He had 
also taken the decision to go through the surgery (DBS) due to high hopes of improvement 
(around 90%). Was finding it difficult to accept current levels (around 50%) 

His main sadness - ability to walk and speech had got affected and these were visible disabilities, 
He had been a very good singer and that was his passion. He was also a person who loved the 


outdoors and was very friendly. He had a wide circle of friends whom he would go to meet often. 


He was not at all homebound. 


Patient was encouraged to initiate some pleasurable activities like listening to songs, sitting 
outside the hospital room, interacting with other patients and families, etc. depending on patient's 
choice. This schedule was followed-up every day. 

Triggers identified which lead to negative thoughts - going to the bathroom with father's help 
triggered negative thoughts about his inability to walk and independence. Such thoughts affected 
his mood and he would end up lying on his bed and not even engaging in the exercises that were 
recommended by the treating team. 

The patient was first taught to identify these phases of low mood and trace the thoughts that 
preceded them along with the triggers. Once the patient was fully aware of the frequency and 
impact of such thoughts and triggers, he was encouraged to find functional thoughts that will help 
in these situations. 

At the end of therapy, the patient had discovered a specific way of walking that helped his 
mobility and a better-balanced gait and he was also actively following speech therapist's advice. 
He was also innovating newer ways of being able to return to normal routines. For example, he 
would speak turning on the speakers of his cell phone as DBS had negative impacts on cell phone 


usage. This helped him to return to socializing with his friends over phone. 


Behaviour Modification 
Behaviour Modification forms a part of behavioural interventions. The steps involved are: 


¢ Rapport is built and client's collaboration is sought 

e Behavioural assessment is made 

e Individualized plans is made for each case 

¢ Reinforcement schedule is planned 

¢ [Educative style to impart new behavioural skills 

¢ New behaviours are learnt through repeated practice and reinforced through 
appropriate reinforcement schedules 


¢ Intervention is terminated once the new behaviour is learnt and practiced efficiently in 
actual situations. 


Case 4: 


28-year-old woman, married having Complex Partial Seizures (CPS) from childhood, currently 


under control was referred by the treating neurologist for anger outbursts. 


She had singjlar problems from childhood where she would get angry uncontrollably and would 
have an outburst. Oft | initi 
. Often, t ; “rs thé ated such ¢ 

| , there were minor or no triggers that initiated such anger. It was also 
generalized and not specific only toa context or specific person. 
Collaborati as § or ange ‘ 

Oration was sought for anger management. The client was met individually. A behaviour 
excess of anger outburst was found. 
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A purely behavioural stance was taken. 


Provided psycho-education about anger and its mechanisms 

Physiological, cognitive. behavioural and emotional aspects were discussed. 

Identify cues prior to outburst was explained. 

Taught relaxation exercises and to be aware of her bodily sensations. This was used to 
help her identify her own bodily arousals prior to her outbursts. 

Taught an alternate behaviour of 4 'Ds': i.e. delay, distract, deep breath and drink water. 
The patient found leaving the place to be the most convenient choice. A fter that, she used 
deep breathing that she had learnt as a relaxation technique to calm herself down. The 
patient was asked to practice these at every event of arousal of anger. Since the patient 
was an adult, the reinforcement was more i nternally cued than external 

The patient did benefit from such an intervention aftera month 


Systems Approach- Family Therapy 


Families form an integral part of support and care giving during illnesses. The previous dynamics 


present in the families are bound to change once there is an illness in the family. There is a change 


in roles and responsibilities, interactions, stress and coping, problem solving and social support 


etc. Families are interconnected dynamic units interacting with each other — living unit. 


Systemic assessment that explores the structure and boundaries, roles, communication, 


cohesion, reinforcement, coping, social support is essential before initiating treatment. 


Therapy can follow different schools of family therapy that will be discussed in subsequent 
sessions, that can include the cognitive -behavioural/ problem focused/ solution focused etc. 


Techniques 
=" Roleplaying - Experiential 
=" &xternalizing problems -— Narrative 
= Rituals and tasks - Structural 
= Reframing-—strategic 
= Enactment— Structural 
= Structural Mapping - Structural 
= Altering Interactions - Structural 
= Boundary Making - Structural 
= Challenging unproductive assumptions — Structural 
= Behavioural Exchange — Cognitive behavioural 
= Shaping - Cognitive behavioural 
= Positive Reinforcements 
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Case 5: 
A 45 yr. old man with partial paralysis referred for Interpersonal Problems with wife. On 


Assessment, it was found that marital problems that existed prior to illness was heightened and 
became overt due to current illness and impairment. Lack of marital bond and trust (subsystem 11] 
formed) was evident. Currently, husband integrated with his brother's family; wife seeks help 
from her brother (diffusion of boundary). Communication 1s discarded. Physical Abuse by wife 
was there after the onset of husband's illness. Care-giving strain was present. 


Therapy focused on— 


= Providing asystemic feedback 

# Helping them re-learn newer communication style 
=» Building oftrust 

=® Helping with family stress 

=» Improving social support 


= Helping in launching out phase 


Solution Focused Therapies 
Solution Focused Therapy is a goal directed and structured form of therapy. The focus is on 
present and the future, with inherent faith in client's ability to find own solutions. The therapy 


also focuses on what might happen if problems were not there. 


Techniques 


= Miracle questioning — What if you woke up and found all your problems are gone. How 


will it be like? 

= Exception questions — have there been any time when it was different from what you 
described? 

= Coping questions — you seem to be having a lot on your platter! How are you managing 
despite these? 

= Ladder - If, we imagine that the problems disappeared; how could that be made to 
happen in smaller ways? Whatare the steps you need to take to reach that stage? 

& 


Accolades — that has been a wonderful way of doing things! 
= Solution talk 


Constructivist- meaning Making 

Constructivist meaning making is a philosophical position that emphasizes both personal and 
social processes of meaning-making. It is a model of knowledge as an active structuring of 
experience, rather than a passive or receptive assimilation of a reality of things. It is mainly used 
in cases where clients need to accept changes occurred due to illness, construct newer meanings 
of themselves and the world. | | 
In conclusion, Ms Tania emphasised that the practice of Psychotherapy require formal training, 
and that which form of therapy is ideal depends on clinical expertise and scientific assessment. 
The Overarching aim is to help clients and not to provide theoretical inputs. Finally, she 
emphasised that to assess psychosocial domains is must for neurological illnesses. 

The discussion session after the symposium focused on the practical experiences of the 


participants, and their quest to gain more inputs from the resource persons. 
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SESSION - 2 
BOUNDARIES IN PSYCHOTHERAPY PRACTICE 


Resource Person: Dr Tanya Machado 

Professor of Clinical Psychology, 

St John's Medical College Hospital, Bangalore 
‘Boundaries in Psychotherapy’ by Dr. Tanya Machado further expanded on the ethical dilemmas 
discussed by Dr. Poornima on the I" day. The case vignettes and the participatory methodology 
she used were much appreciated and she gave us insight into how certain ethical dilemmas can be 
solved. Different ethical principles of practice were briefly discussed, and she gave a lot of 
emphasis on establishing and maintaining boundaries in the therapeutic relationship. . 

The presentation included a number of anecdotal sharing from the resource person, and the 
exercises helped the participants to internalise the topics that were discussed. Dr. Machado 
began her session with the following questions: ‘How safe did you feel?”, “When if ever, did you 
feel uneasy?”, “Did your partner do anything to make you feel safe?”, “What does this have to do 
with therapist-client relationship?”’, “How do we build trust in a professional relationship?”, 
‘How do clients know when to trust their therapist?” and finally, “How long does it take to build 
trust?”’. 

The objectives of her session were to: define, describe and illustrate a range of boundary issues in 
psychotherapy; understand the differences between boundary crossings and violations; discuss 
varieties and mechanisms of boundary crossings and violations; understand the harm done to 
clients by boundary violations and suggest preventive and reparative measures for dealing with 
boundary violations. She went on to say that respect for the dignity of the client is a fundamental 
ethical principle of psychotherapy from which other principles were derived. Any 
psychotherapeutic relationship, she said, should be based on respect and trust. The term 

“boundary” is a key term with regard to professional ethics. 

Dr. Machado, then asked the gathering the following questions: “Why maintain boundaries?”, 
“Why are boundaries necessary in a professional relationship?” and “What happens if 
boundaries are not respected?”. As the session progressed, she provided answers to all these 
questions. She stated that boundary violations involved an exploitative relationship with the 
client which depersonalised and diminished the dignity of the client as a person. ‘Boundary’, she 
said was a metaphorical term, which was not found in formal ethical codes. It marked the ‘edge’ 


of appropriate relationship — the correct limit. It was a ‘line’ that was drawn to help define roles 
and interactions ina therapist-patient/client rel 


3 ) ationship. The ability to feel for the client is an 
important dimension of therapy. Hum 


anistic psychology states that the therapist should have 


UNC tI tive reear, ; : 
iconditional positive regard for the client. The cornerstone of psychotherapy is the 


psychotherapeutic relationship between a therapist and a client 
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Dr. Tanya Machado went on to say that there was evidence that a strong therapeutic alliance 
predicted better outcomes in therapy, especially when the client felt comfortable with the 
therapist, had a sense of common goals or purpose with the therapist and felt a sense of safety and 
trust in the therapy process. The therapeutic relationship is built ona continuum with there being 
over involvement at one end and under involvement at the other, while safe therapeutic relations 
brought about a balance between the two. 

Transference was the unconscious act of assigning to the therapist, attitudes associated with 
someone of significance from one's past while in counter-transference the therapist projected 
feelings from his/her own past onto the client. While transference from client to therapist could 
have productive outcomes, counter-transference rarely did. She remarked that boundaries were 
essential to keep those on either side safe. Setting and keeping boundaries helped therapists and 
clients become secure in their identities and roles. Boundaries provided an atmosphere of safety 
and predictability by reducing client anxiety as rules and roles were clear and it focused on the 
welfare of the clients and decreased the risk of exploitation. Boundaries, she said, were not 
intended to create a remote and rigid way of relating between the therapist and client. 
Boundaries were to be negotiated by the therapist as only the professional had a code to violate 
and not the patient/client. Establishing safe, reliable and useful boundaries was one of the 
fundamental responsibilities of the therapist as the clients may not be aware of the need for 
boundaries or might not be able to defend themselves against boundary violations. The therapist 
is perceived as having power and control and sets all the rules and it is the duty of the therapist to 
act in the best interests of the client and not allow personal gain to enter into the relationship. 
Boundaries become vulnerable as it involved a fiduciary (held in trust) relationship and there was 
also unequal power in the relationship. The therapist sets all the rules and the 
sessions/consultations are held in private, thus leading to little accountability. The 
vulnerabilities in boththe therapist and the client are likely to be exposed in clinical relationships 
which involvethe creation of an intimate space, with one person highly dependenton the other. 
Boundary violations occupied a spectrum of behaviours that range in terms of frequency and 
harmfulness. Some authors make a distinction between boundary violations (which cause harm) 
and boundary crossings (which do not) (Gutheil & Gabbard, 1993). A boundary crossing was a 
brief excursion across boundaries with a return to the established limits of a professional 
relationship. It had an uncertain impact on treatment and could potentially benefit clients. E.g. 
accepting gifts, self-disclosure, special fee arrangements, etc. Boundary violations, on the other 
hand, were a harmful crossing and a transgression ofa boundary. Itis a serious breach that results 
in harm to the clients as it exploits the client using the therapist-client relationship and usually 


involves exploitative business or sexual relationships. In boundary violations, sexual 


misconduct with a client is usually a progressive process and begins with relatively minor 


boundary crossings. 


On the other hand, in boundary crossings, sexual relationship begins when the cs eg 
neutrality is eroded in small ways (Simon, 1991) and when the interactions become less clinical 
and more social. Boundary crossings disrupt the therapist-client alliance. It 1s a slippery slope 
as sexual boundary violations are often preceded by less extreme boundary crossings (Guthiel & 
Gabbard, 1993; Pope, 1990). The slippery slope argument states that it begins with an Innocent 
Start, wherein there is a gradual erosion of the therapist's neutrality. This leads to relatively 
minor boundary crossings in time where a transitioning takes place from using last names to first 
names. This further leads to the therapist's self disclosure, followed by appointments extended in 
time, socialising with the client and then gradually leading to physical contact and ultimately 
therapist-client sexual relationship. Crossing boundaries “may at times be salutary, at times 
neutral, and at times harmful” (Gutheil & Gabbard, 2002). The nature, clinical usefulness, and 
impact ofa particular crossing “can only be assessed by a careful attention to the clinical context” 
(Gutheil & Gabbard, 2002). 

Dr. Machado then spoke to the gathering about questions that had to be asked when examining 
potential boundary issues. The questions were as follows: “Is this in my client's best interest?”, 
“Whose needs are being served?”, “How would I feel telling a colleague about this?”, “Does the 
client mean something 'special' to me?”, “Am I taking advantage of the client?” and/or “Does this 
action benefit me rather than the client?”. She emphatically said that what caused harm to the 
patient was not the behaviour itself or even the intentions of the therapist, but the meaning of the 
behaviour to the client (Sarkar, 2004). She also said that subtle boundary crossings were 
inevitable in the course of the therapist-client relationship and that there were no black and white 
answers. The ethical “litmus test” was whether the client's well being and interests were 
demonstrably and unambiguously being served by the behavior. Social boundary transgression 
is usually inappropriate to the therapeutic situation such as excessive revealing or frankly 
seductive clothing worn by the therapist may represent a boundary crossing with potentially 
harmful effects to the clients. With regards to time boundary, defining the limits of the session 
provides structure. The beginning and ending of sessions, starting or stopping early/late are all 
susceptible to crossing of the boundary. The therapist's office or a room in a hospital with some 
exceptions — ICU, hospital wards, etc. is an ideal setting as other places would constitute 
boundary crossings even if they are not always harmful. Some sexual misconduct cases reveal 
space violations. Home visits, are not advisable, but if inevitable, then they are best 
accompanied by opposite sex chaperone and the events are to be documented in detail. The 
documentation would be useful in protecting the therapist from any misunderstandings. 
Permission, she said, should be sought from the client if the doors are to be locked and 


appropriate 
appropriate explanations given. Money is a boundary in the sense of defining the business nature 


of the therapeutic relationshi | inki 
: apeutic relationship. Trouble can usually arise when the therapist stops thinking of 
therapy as wor lents i : f , 

rif py as w a Some poor clients may be seen free of charge or for a reasonable fee, however. 
this needs to be discussed with the client and documented 
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The prevalence among male therapists was between | “and 12% and between female therapists, 
02-31%. Aclient's “voluntary” participation or interest does not enable such relationships 
(Fisher, 2003) as the relationship involves unequal power, dependence and vulnerability. It is the 
therapist who is culpable in situations of client-therapist sex and not the client. The assignment 
of blame is solely on the therapist, regardless of how “seductive” or “loving” or “in need” the 
client 1s or has given “consent”. Therapists also have an ethical obligation to expose colleagues 
who sexually abuse their clients. 

Dr. Tanya Machado defined sexual impropriety and sexual transgression. Sexual impropriety 
referred to any behaviour such as gestures or expressions that are sexually demeaning to a client 
or demonstrated a lack of respect for the client's privacy, such as the clothing of the therapist, 
language, tone of speech, etc. Sexual transgression, on the other hand, referred to any 
Inappropriate touching _ that is of a sexual nature, which was short of sexual violation. Physical 
contact like handshake is the limit of social physical contact in therapy. Hugs from clients should 
be discouraged in tactful, gentle ways by words, body language, positioning, etc. Dr. Machado 
said that an appropriate response would be to step back, catch both wrists in your hands, cross the 
client's wrists in front of you, so that the crossed arms form a barrier between bodies and say 
firmly, “Therapy is a talking relationship. Please sit down so we can discuss you're not doing this 
anymore.” Clients who deliberately or provocatively throw their arms around the therapist 
despite repeated efforts at discouragement should be stopped. Limit setting is necessary when 
the client behaves inappropriately. This can be achieved by saying, “This behaviour is 
inappropriate. Please sit down so we can discuss you're not doing this anymore”, ina calm voice. 
If this does not work consider termination and referral to a therapist of a different gender. 

Dr Machado's session with the anecdotal sharing on different ethical issues generated a lot of 


discussion on the boundaries from the participants' on work experience. The session was well 


appreciated. 


SESSION - 3 


PSYCHOTHERAPY PRACTICE IN FAMILY INTERVENTIONS 


Resource Persons: 
Dr. R. Parthasarathy, Professor, Dept of Psychiatric Social Work 
Mr. Joseph V. Philip, Research Scholar, Dept of Psychiatric Social Work 
What to look in the document? | 

e Definition of family therapy and marital therapy 

e Origins of Family Therapy 

e Schools of Family and couple Therapy 

e Family Therapy in India | 

e Family Assumptions 
Definitions: 
Family Therapy 
Family therapy is a type of Psychological counseling (psychotherapy) done to help family 
members improve communication and resolve conflict. - Mayo Clinic Staff 
Couples Therapy (Marital Therapy) 
It is the part of Family Therapy carried out to help the couple improve the quality of marital life. 
Origins of Family Therapy 
As a movement, family therapy began 1n the early 1950s with the understanding that human 
problems are essentially interpersonal. Resolution requires an approach to intervention that 
directly addresses RELATIONSHIPS between people. Family therapy emerged partly in 
response to the genuine limitations of exclusively individual based treatment approaches. 
Failure of individual based therapies was evident in the failure in resolution of marital and 
parent-child problems, the rate of the relapses after treatment, and another family member 
developing problems and so on. 


Movements in family therapy 

In the Child Guidance, experimental conjoint meetings were conducted involving parents & 
children by pioneering practitioners (John Bowlby in UK & John Bell in USA). In Marriage 
Counselling, in the USA, the American Association of Marriage Counselors was founded in 
1945, eventually became the American Association for Marital & Family Therapy in 1978, the 
largest family therapy organization in the world. In UK, Henry Dicks (1967) at Tavistock clinic 
pioneered the development of marital therapy. Tavistock continues to be a major centre for 


Family Therapy research & training in the UK. Sex Therapy developed out of the work of 
Masters & Johnson in USA during 1960s. The ther 


approach to psychosexual diffi 


marital therapy. 


apy developed as an essentially behavioural 


culties, subsequently integrated with psychodynamic & systemic 
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When it came to accepting gifts, very few professional codes of ethics address this issue with 
regards to therapist-client relationship. No two situations are alike and a single rule cannot be 
applied to all situations. Gift giving may be done for a range of reasons, with varying 
motivations such as expressing appreciation, manipulation, feeling special or wanting to be 
remembered, equalizing the balance of power in the therapeutic relationship, expressing 
transference (seeing the therapist in other roles, such as friend, parent), commemorating 
termination, seducing the clinician or purchasing love, or it may just be a gift, a “normal and 
healthy expression of gratitude” (Zur, 2007). Gifts that create indebtedness are a boundary 
violation and should not be accepted but gifts that express gratitude, though they are considered 
to be boundary crossings, they are not harmful. Small gifts that the patient has made such as 
artwork may be accepted. The therapist should evaluate each situation on a case-by-case basis 
rather than establishing a hard and fast rule. Dr. Machado talked of what the therapist should do. 
The therapist should consider the therapeutic meaning of the gift (Gerig, 2004), decide if 
accepting the gift could result in exploiting the client, assess if the client expects anything in 
return and assess whether the gift is a sign that the client-therapist relationship has been steadily 
outgrowing professional boundaries. A no-gifts policy is an attempt to simplify the decision- 
making and avoid all risks of a possible boundary crossing. However, a no-gifts policy can 
develop feelings of insult/rejection, especially for Indian clients who may be acting in 
accordance with their cultural values and norms (Zur, 2007). Processing with the client, once the 
decision has been made to accept a gift, it is important to be gracious without acting in a manner 
that could be perceived as soliciting or encouraging future gifts (Gerig, 2004). 

Self-disclosure is problematic especially when the therapist discloses personal needs or 
problems which are not clearly connected to the client's problems or experiences. It burdens the 
client with the therapist's problems in a manner that reverses the roles in the dyad. It also 
becomes troublesome when it is frequent and occurs in spite of apparent client confusion 
(Moleski & Kiselica, 2005). She provided the gathering with a checklist of whether to disclose 
or not: “Is it consistent with the client's clinical needs and the therapy goals?’’, “Is the reason for 
disclosure appropriate?”’, “Is it consistent with the kind of therapy you are providing and your 
theoretical orientation?” “Does it mainly reflect or express your own personal needs (to talk 
about yourself, to bring the focus to yourself)?”, “Is it relevant to the client's need to know and not 
the therapist's need to discharge affect, protect own ego, advance his/her own needs?”, “What is 
your purpose in self-disclosing at this particular time?”, “Is the method and timing ae 
appropriate?”’, “Is the manner of disclosure perceived as information rather ee an saves 
“What is your assessment of the possible risks, costs, or downsides, if any, 0 f self-disclosure with 


this client, in this situation, at this time?”, 
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“Does self-disclosure or disclosing this particular content or level of detail represent a significant 
departure from your usual practice? If so, why the change?”, “Is type of content or counter 


transference disclosure appropriate, responsive to client's needs, & unlikely to overwhelm the 


client?” and “Will you hesitate to discuss this disclosure with your supervisor/consultant or 
document it in the client's record? If you would hesitate, what are the reasons?” Minor self 
disclosure may be useful, but careful self scrutiny 1s necessary regarding the motivation for it. A 
useful therapeutic alliance may be forged by the therapists’ willingness to acknowledge a painful 
experience — or a neutral example from their own lives to illustrate a point. The boundary issue is 
not whether self disclosure occurs or does not occur but the key issue is what the therapist 
discloses and whether the therapist is burdening the client with personal problems in a manner 
that reverses the roles in the dyad. Excessive self-disclosure may be the beginning of the blurring 
of the boundary between the professional and personal identities. Clients are generally curious 
about the person to whom they are entrusting important parts of themselves. If the therapist 
becomes too interested in disclosing the “who-ness”, he/she willrun the risk of undermining the 
“what-ness”. Knowing how not to indulge in self-disclosure is a complex and subtle 
professional skill, which requiresconstant attention as it is easy to get it wrong. 

Dual relationships refer to situations where multiple connections exist between a therapist and a 
client. Role blending refers to combining roles and responsibilities, i.e., blending a professional 
and non-professional relationship. Almost all ethical guidelines do not mandate a blanket 
avoidance of dual relationships. Multiple relationships that would not reasonably be expected to 
cause impairment or risk exploitation or harm are not considered unethical (Fisher, 2003). 
People tend to choose their therapists because they know them and they share values, attitudes, 
morals and spiritual values. Prior knowledge of each other is a pre-requisite for the development 
of trust. Dual relations are unavoidable in certain situations. Non-sexual dual relationships do 
not necessarily lead to exploitation, sex, or harm. Dual relationships are more likely to prevent 
exploitation and sex rather than lead to it (Zur, 2001). Sexual contact between healer and patient 
has been prohibited and proscribed by the ethical codes of every healing profession from the era 
of Hippocrates to the present. Sexual relationship with clients is the most severe form of 
boundary violations. All ethical guidelines mandate a blanket avoidance of sexual relationship 
with clients. Obtaining accurate statistics on the extent of sexual boundary violations is difficult. 
Dr. Machado further went on to say that sexual boundary violations are likely to be underreported 
due to shame and guilt on the part of the client. Frequently, only more serious violations are 
reported, while minor, less physical forms of violation are not. She also mentioned that a 
relatively small minority of therapists took advantage of their clients and that the offending 


thera > 
pists were overwhelmingly (though not exclusively) male while exploited clients were 


female (though not exclusively). 
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Disciplines in Family therapy 


SOCIAL WORK 


Social Work has histor ically privileged family work & home visiting as important part of clinical 
practice. Virginia Satir. Lynn Hoffman, Betty Carter, Monica McGoldrick | in the USA, Michael 


White in Australia and John Burnham, Gill Gorell Barnes, Barry Mason in the UK have been the 
major contributors, 


PSYCHIATRY 

Alfred Adler, Harry Stack Sullivan pioneered social psychiatry. Alfred Adler was one of the first 
psychoanalysts to conduct conjoint family meetings. Sullivan's work motivated Murray Bowen 
& Don Jackson's Systemic approaches to Family Therapy. Nathan Ackerman, Carl Whitaker, 
Salvadore Minuchin in the USA and John Byng Hall & Brian Lask in UK were the pioneering 


contributors. 


CLINICAL PSYCHOLOGY 
Involvement of parents in behaviour therapy programme with children and the application of 
principles of social learning theory to marital therapy was the contribution of the Psychology. 
They contributed towards developing the evidence base for marital & family therapy. Neil 
Jacobson, Alan Gurman, Frank Daltilio & James Alexander in the USA and Ivan Eisler, Arlene 
Vetere & Peter Stratton in the UK were the pioneers of the field. 
Other Influences 

* GROUP THERAPY 

* GROUP ANALYSIS 

* ENCOUNTER GROUPS 

* PSYCHODRAMA 

¢ GESTALT THERAPY 
Research Traditions in family therapy evolved around the work group dynamics, the role theory 
and family therapeutic interventions in Schizophrenia, before extending to the other disorders 
and discords. The family origins of Schizophrenia were studied in terms of the role of family 
dynamics (Marital Schism, Marital Skew and Politics in the family). Gregory Bateson proposed 
the theory of Double Bind Communication. 
System Theory & Cybernetics: has contributed significantly to our understanding of families. 
Ludwig Von Bertalanfy proposed the concepts such as the stability of the system and relevance of 


Feedback. Many schools of Family Therapy incorporated these prepositions. 


Schools of Family and Couple Therapy 
- Structural approach 
- Psychodynamic approach 
- Behavioral approach 
- Bowen family systems approach 
- Strategic approach 
* Solution focused approach 
* Psycho educational approach 
- Mental research institute brief therapy 
- Experiential-humanistic approach 
- Trans generational approach 
« Narrative approach 


* Feministapproach 


Family Therapy in India 


Dr. Vidyasagar involved the families in treatment at the Amritsar Mental Hospital and is 
considered as the father of Family Therapy in India. Families were involved in care of the Index 
patients. Mental Health Centre, Christian Medical College Hospital, Vellore (Tamil SnD and 
NIMHANS Bangalore pioneered the experiments in Family Therapy in the 1960s. 

FAMILY PSYCHIATRIC CENTRE was established in 1977. Patients are referred from 6 Adult 
Psychiatric Units, Child & Adolescent Psychiatric Unit, Neurological Units as well as outside 
agencies. Both outpatient services and inpatient services are offered and studies of families with 
different problems & experiments in therapy, focusing on development of different tools (Family 
Se Scale, Family Typology Scale Bhatti et al, ), Education. counselling and Coping skills 
with families of patients with different psychiatric disorders are some of the activities in the 
centre. Package programmes for different disorders such as Schizophrenia, Hysteria, Epilepsy. 


Marital enricl ‘oor 
ument Programme and couples therapy are conducted within a behavioral 
framework. 
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Assumptions of Family Therapy 

e Interaction forces in families are complex and can not be explained is a simple and 
casual fashion 

e Families have overt and covert rules that govern their funstioning 

e Understanding the hierarchy is essential 

e Understanding the boundaries of the family system and sub systems in necessary 
(rigid or semi permeable) 

e Patterns of communication (Language) among the family members can give some 
insight into functioning 

e¢ Homeostasis exiting in the family 

¢ Change occurs by changing homeostasis or usual patterns in the family 

® Issues passed down by language in families, in culture and in society define the family 


e Specific stresses at developmental stages 
e Families need to be prepared to face the stresses in future. 


Process of Marriage and Family Therapy at NIMHANS 
Intake 


Intake is carried out at first contact. All participants present are interviewed at the same time. 
Three questions are posed, which each participant is to answer: 
o Thereasons they seek help (What is the problem you seek help for?) 
o Expectations from the family (What if done will help/ what do you expect from your 
family?) 
o Informal contracting 
> Determine the participants for subsequent sessions 


> Information about family therapy method and process 


Circularity Role and responsibility 
Neutrality of the participants 
Assessment Duration, payment and fixing 


Hypothesis appointments schedules 


> This is completed in 20 minutes. 
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Assessment Format 
# Genogram 
= Subsystems 
= Boundaries iy 
«= Leadership patterns 
= Decision making 
= Role structure 
= Communication 
«= Reinforcement 
= Cohesiveness 
=» Adaptive patterns 
= Social Support 


What is Genogram? 
A genogram is a 
— Pictorial display ofa person's family relationships and medical history. 
The concept was developed and popularized by Monica McGoldrick and Randy Garson in 1985 
and is presently used in genealogy, medicine, psychiatry, psychology, social work, genetic 


research, education, and many more areas. 
Genogram Content 


O 3 generations of the family 

O Medical and psychiatric history 

O Major life events in the family (esp. entry and exit events) 

O Interactions between various family members 

O Roles of each family member 

O Current and past living arrangements 

O Individual functioning of individuals 

O Cultural rituals 

Purpose of the Genogram 

O Study and record relationship patterns between family members 
O Individual characteristics that make up these patterns that occur 


Genogram Format 


Symbols to describe basic family membership and structure. 


edical history. List only major or chronic illness and problems, include date. 
Other family information may be noted 


occupation, etc. 


e.g. migration date, religion, education, 
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Family Assessment 
Y Subsystems 
— Couple 
Parent — child 
~ Sibling 
¥ Boundaries (rules) 
— Clear and open 
— Closed and rigid 
— Diffuse 
Vv Structure (Interactions) 
— Structural map 
— Alliances 
* Coalition 
* Triangulation (parent & child V/s parent) 
VY Life Cycle Stages 
* Married couple without children 
* Married couple with child 0-2 % years 
* Married couple with child 2 % - 6 years 
* Married couple with child 6-13 years 
* Married couple with child 13-20 years 


° Married couple with launching young adults 
° Middle aged couples (empty nest- retirement) 
- _-—-—« Ageing family members (retirement- death) 


Vv Leadership patterns 
o Power Structure 
o Decision Making 
Y Role structure 


O Presence of role definition 
" Role allocation/conflict; 
. Ambiguous/ diffuse 
O Method of Allocation 
. Explicit/ implicit; 
. Prescription/description 
O Intensity of responsibilities 
. Multiplicity, CORD OS HAR RES nO ouy 


Role expectation and performance 
Role accountability & acceptance 
Instrumental Role (provider) 
Expressive Role (mediator, conciliator) 


NS. a 6 ee 
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Y Communication 


O 


Patterns 

8 Channel: 

. Direct/ indirect; 

. Noise 

8 Paradoxical; 

. Switchboard; 

. Ambiguity 

Affective 

- Welfare (love, joy) 

. Emergency (fear, anger) 


Y Reinforcement 


O 


O 


Pattern 

x Positive 

" Negative 

* Punishment 
Method 

e Verbal 

. Nonverbal 

. Material 


Y Cohesiveness 


O 


Commitment & intimacy 
" Family rituals 


. We' feeling 


v Adaptive patterns 


eo) 


Conflict resolution 
. Problem solving ability 
. Coping strategies 


VY Social Support 


O 

O 

O 
Hypothesis 


Primary (immediate family) 
Secondary (relatives, friends, neighbors) 
Tertiary (hospitals, agencies, religious) 


What is the patient trying to tell through the symptom? 
How is the family maintaining the symptom? 
Why has the family come now for treatment? 
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Techniques of structural Family Therapy 


* Reframing 


— Taking what the family considers relevant into account but framing that 
contextual information in a different way. This helps families that their reality 
can be expanded or modified. 

* Enactment 

~ The therapist helps the participants to interact with each other in his/ her 

presence and experiences the family reality as they define it. 
* Focus 

— Selecting elements that seem relevant for therapeutic change and organizing 

the data of family transactions around a theme that gives them new meaning. 
* Intensity 

~— Therapist's heightens the impact of the therapeutic message by emphasizing 
the frequency, repertoire of manifestations and pervasiveness of the occurrence 
of dysfunctional transactions. 

* Restructuring 
— The process of challenging how things are done in the family subsystems. 
* Boundaries 
~ Boundary making aims at changing family subsystem membership or at 
changing the distance between the subsystems. 
¢ Unbalancing 
— Aims to change the hierarchical relationship of members of a subsystem. 
* Complementarity 

— Aims at challenging the whole notion of hierarchy (that there is one Identified 

Patient (IP), one controlling family member and one limited time frame). 
° Realities 

~— Therapist offers an new reality through a new arrangement of facts the family 

recognizes as true rather than their narrowed perception of reality. 
¢ Constructions 

— Selecting a therapeutic reality through challenging and modifying family 
schema and making new modalities of family transaction available. Its goal 
converts the family to a different world view (non-symptomatic, more flexible 


and more diverse) 


- Paradoxes | ey 
The series of drastic re-definitions that connect the symptom with the system 


in such a way that one cannot be changed without changing the other — 
therapeutic contest. 


° Strengths ; 5 EG Petit: 
- Understanding and utilizing family elements in their own culture as a lever to 
5 


actualize and expand the family members’ behavioral repertoire. 
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Common Problems 


Individualization from family of Psychiatric diagnosis in one/more 


origin family members 


Ineffective communication patterns IPR issues 
Extramarital involvement Parenting related issues 
Dealing with violence Adolescent issues 


Divorce mediation Family crises 


Modes of intervention 

¢ Family Therapy 

¢ Couples Therapy 

* Family Psycho education 
¢ Sex Therapy with Couples 
¢ Marital Enrichment 

¢ Pre-marital Counseling 


¢ Divorce and Mediation therapy 


Process of Therapy 


Intake Assessment Intervention 


Duration: 20-30 Duration: 45-60 Duration: 45-60 
minutes minutes minutes 
2-3 sessions 6-15 sessions 


-Problems identified 


by family Family Life Cycle Various schools of 
-Expectations of family Stipes AsseseHEhi Couples and Family 
-Informal contracting Therapy 
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SESSION - 4 
PSYCHOTHERAPY PRACTICE IN COMMUNITY INTERVENTIONS 


Resource Persons: Dr. Sekar K, Professor & Head & 
Aravind Raj E., Assistant Professor 
Department of Psychiatric Social Work, NIMHANS, Bangalore 


Dr. Shekhar and Dr Arvind discussed how Psychotherapy can be incorporated in the community 
interventions and taken to the grass root level practitioners. The need for early identification of 
the psychological reactions and psychopathology were emphasised and how therapeutic 
interventions to be made available, accessible and affordable to people in the community. 

Mental health problems, such as depression, anxiety, and alcohol and drug abuse, are among the 
most common and disabling health conditions worldwide [1]. They often co-occur with acute and 
chronic medical problems and can substantially worsen associated health outcomes [2]. When 
mental health problems are not effectively treated, they can impair self-care and adherence to 
medical and mental health treatments, and are associated with increased morbidity and mortality, 
increased health care costs, and decreased productivity. 

Effective treatments exist for most common mental health problems [3], but few patients have 
access to such treatments. Adequate access to mental health specialists is a challenge, especially 
in low- and middle-income countries (LMICs). In this scenario, the psychological and 
psychosocial interventions in the community by the Community Level Workers (CLWs) become 
necessary under the careful supportive supervision of the mental health professionals. So, as part » 
of Mental health interventions imparting skills and techniques of psychotherapy practice for the 
CLWs in community setting becomes imperative to reach out to the maximum population in a 
short period of time. CLWs may include paraprofessionals, Staff from welfare sector, Teachers, 
NGO workers working in the field ofhealth, Volunteers etc. 

CBT based interventions by local health workers [4], Training of community level workers in 
providing psychosocial care in disaster management that includes basic psychotherapy 
techniques [5], training of NGO workers in using basic psychotherapy techniques while working 
with children in difficult circumstances[6], Training of mental health professionals on how to 
train CLWs on counselling and psychotherapy [7] by simplifying the core skills of 
psychotherapy and restricting the content of the psychotherapy are some of the tested 
experiences in building the capacity of the community in mental health training. While building 
the capacity of the CLWs Simplify the message, UNpack the treatment, Deliver it where people 
are using, Affordable and available human resources with Reallocation of specialists to train and 


supervise (SUNDAR). 
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Training of CLWs in Psychotherapy or psychological interventions has its own challenges. A key 
limitation to integration is the relatively uneven evidence base existing across platforms of care 
and the almost complete absence of evaluations of scaled-up integrated care programs outside 
high-income countries (HIC) needed to guide the process [8]. However the absence of evidence 
for effectiveness of psychological intervention by CLWs is not the evidence for absence of its 
effectiveness. Thus by improving the capacity of the CLWs as well as the evidence base for the 


implementation of psychological interventions through CLWs would not only cost effective but 
cost saving” 
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Day Three: 2™ August 2014 


SESSION - 1 


CULTURAL ROOTS OF PSYCHOTHERAPY: BASED ON CONCEPTS FROM INDIAN PHILOSOPHY 


Resource Person: Dr. C. Shamasundar 


In his session, Dr Shamsundar drew upon his rich experience and expertise in Mental Health 
training to link the psychother apy practice with the concepts from our wealthy philosophical 
heritage.. 
The basic assumptions to be kept in mind in this context are: 
All Major Philosophies & Cultures are Similar in Their Core-Concepts & Principlesa in respect 
of following 4 Objectives: 

e Individual's & Society's Well-fare 

e Individual's & Society's Evolution to Perfection 

e Transcendence Beyond Material Existence 

e Role of Values in fulfillment of the Above 
Indian Philosophy is a Holistic Psychology, because of the Principle: “Original ONE Becoming 
the manifest Many”. Mind is a Representation of Original 'ONE'. Indian ideal is to transcend the 


manifest material existence by using mind as an instrument to study itself. 


This original one-ness can explain all known human virtues as: love, empathy, general good- 
will, mind-body continuum and human values that are meant to safe-guard long term well- 


fare of society and its members. All the above Are Ingredients of Psycho-Therapy. 


Meaning of Health 
Indian philosophy (psychology) declares: “in human life, miseries and illnesses are inevitable 


“health must be an ability to manage whatever that may happen including illnesses. This ability is 
vested in mental health. Ayurveda, the Indian science of long-life does not guarantee disease- 
free life, rather, it offers means of developing resistance to diseases and means of curing them the 
system does not distinguish physical & mental illnesses, and describes only total health 


(“physical, mental & environmental factors interact intimately”) 
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Ayurveda's concept of total health has five components: 
¢ Balanced Integration of Body, Mind, and Spirit 
e Discipline of the Mind and Senses 
e Enduring 'Happiness' Under All Circumstances. (Contentment) 
e Regulation of Moral Life for Promoting 
e Goodness & Happiness to Humanity (Own Geiibeine Is Assured) 
¢ Survival Ability Against Odds Posed by Nature & Age (A Challenging Attitude of 


Resilience) 


An indirect description of mental health in this system includes the following: 

Requirement for an individual to manage one's life is defined as the ability to function in family, 
social & vocational areas, to fulfill material, affectional and spiritual needs, of self and 
dependents, according to role-functions, expertise, & circumstances, within limits of 
righteousness with an attitude of hope, confidence, responsibility & contentment. 

These two descriptions of health contain a few hidden conceptual meanings. Health is one's own 
responsibility. One's health has to be achieved by means of will and homeostasis. It is applicable 
to all levels ofa social organization (individual, family, society, country) 

Our own responsibility is maintenance of HOMEOSTASIS “internal locus of control”. 
Characteristic of all life-forms, it is an ability to self-heal (self-regulate) and harmoniously adjust 
by it-self, within it-self and with the environment. Homeostasis operates through coping-skills & 
‘will' for execution of decisions. Coping-skills are behavioural responses to perceived stress or 
conflict. Coping Skills are a part of personality: a combination of genetics + nurturance +trial- 


and-error learning, based on values and involves emotional maturity. People suffer due to failure 
in coping-skills. 


Same principles of holism different levels and different tasks 


Status of Health at Different Levels Coping-Skills Applied to Different Tasks 
Healthy Person Coping-Skills 


Healthy Family Parenting-Skills 


Healthy Society Marital-Skills 


Healthy Governance Therapeutic-Skills 


Management-Skills 


Kive “Stages” of Coping-Skills in Action 


1. Review the Situation ‘By Proper Understanding of the Situation People suffer due to 
wrong understanding due to: Prejudices, Likes & Dislikes, Pathologies like Paranoia 
& Affective Pre-occupations 

2. Consider: (a) Objectives & Strategies: People suffer due to: wanting to achieve too 
many objectives or un-realistic goals (greed) choosing in- -appropriate strategies(lack 
of experience, greed or anxiety) 

(b) Means & Methods : People suffer due to time- lapsed effects of: un-fair 
means & methods (due to selfishness & greed) [“action and reaction are equal & 
opposite, “law of conservation, “what one gets is what one has given earlier”) 

(c) Abilities & Limitations: People suffer due to over or under estimation of 
own abilities & limitations [+ poor ability to introspect & self-monitor]. Abilities are 
acquired by “experimental” -trial & error learning, and it needs courage. 

(d) Gains & Sacrifices : People suffer due to unrealistic & greedy 
expectation or demanding for exclusive gains and/or not wanting to sacrifice and 
expecting 'easy' or 'free' gains. 

3. Choose a plan of action (“exercising the option’’) : in choosing a plan of action, people 
suffer due to not wanting to be responsible for the out-come, anticipatory anxieties, 
ambivalence, etc. 

4. Execute the decision with hope, confidence & sincerity : People suffer due to lack of 
hope and/or confidence, half-hearted efforts (lack of sincerity), “rigidity” (absence of tactical 
flexibility) 

>. Accept outcome with contentment & review the situation: People suffer due to lack of 
attitude of contentment. (Contentment is a protective attitude against adverse responses to 
successes or failures). It is not a passive impotence, or masochism. At any time, respect & 
accept prevailing circumstances [results of efforts: successes & failures] with dignity & 


composure without pathological responses. Learn from failures and plan future course of 


action. 


Coping-Skills (Trial-and-Error Learning) start at birth, facilitated by parenting skills modified 
by peer-influences (social) continued throughout life. Learnt attitudes like courage, self- 


confidence & hope, emotional maturity in social interaction (personality characteristics) 
> 


come under the coping skills. 
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A Scheme of Practicing Psychotherapy can be proposed that provides a frame-work that can 


accommodate any system (school) of psychotherapy without replacing it. Psycho-therapeutic 
skills are coping-skills applied to clinical situations. The practice of Psychotherapy is in fact a 
psychotherapeutic inquiry focusing on why and how self-healing failed, why & how coping- 
skills deficient, factors contributing to psycho-pathology(greed, hostility, jealousy, fear, 
dissonance (ideal-self vs. working-self), etc. ). 
When (1) Coping-Skills Not Learnt 
(A) Due to deficient equipment & deficient family-health [a healthy family should have 
been capable of effectively managing its member with deficient equipment] management 
is to address family-health. 
(B) Due to deficient nurturance, due to poor parenting or pathological family 
environment: Management is to train the family to re-nurture, and/or offer re-nurturing 
in therapy (train the patient) 
When (2) Severity and/or duration of stress beyond individual's coping ability management is to 
buffer the effect of stress to the extent possible and to offer emotional support, organise other 
social supports , counsel & re-enforce coping-skills 
When (3) the patient has insufficient social support to cope with difficult circumstances, 
management is to counsel the patient & key members for social support. In those instances where 
other efforts fail, the healthy society (or healthy government) should provide suitable nurturing 


environment. 


In all instances desirable therapist qualities contributes to favourable out-come = protects 
therapist /counseller from professional stress. 
Formulating a Plan of Management should take into account the following: 


e Support-Systems Available? 

e £xtent of Patient's/Family's Participation? 

¢ Type of Input that Patient/Family Need? (Analytical, Cognitive, or Practical ) 
e “What Am I Capable of Offering?” 


e Economic' & Logistic Viability? 
Executing the Plan of Management involves 


e Comforting the Distressed 

e Creating Hope and Confidence 

¢ Helping the Patient & Family Manage 
e Immediate Crisis 

¢ Helping the Patient & Family to 

¢ Learn/Practice/Refine Coping-Skills 


¢ Facilitate Long-Term Vision 
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While Executi A a Ee hy eh ee aE Rath est 
Executing Management, each successive session must be 'modular' (holistic in it-self). 


Each session must be a “complete session” by it-self, in that the session should have the 
“holographic” quality (“part containing the whole’) 

Caution About a “Pit-Fall”: Taking responsibility for patient's improvement, or family's 
wellbeing (1) robs the patient/family of own responsibility & efforts for ‘self-healing' 
(2) therapist is “trapped” with an impossible task. In rare exceptional circumstances it is 
legitimate to take responsibility for defined purposes for limited period. 

“Then, What is My Responsibility ?” 

Acquiring & Continuous Refinement of Desirable Therapist Qualities such as Good-will, 
Empathy, & Respect, Unconditional Regard, & Acceptance, Genuineness (Absence of Pretence) 


and Sincerity. Continuous Self-Monitoring of Own Therapeutic Behaviour is essential. 
Basic Principles of Teaching/Training Psychotherapy 


The required qualities & abilities to achieve (in the trainees) follow Gaussian distribution. 
Everyone has some essential qualities to some extent ---- provide them an opportunity to 


develop---teach them how to learn --- and they will do the learning themselves 
Process More Important Than Content 


Experiential knowledge is more authentic. Learning is by doing under some kind of supervision. 
Mere techniques are useless without desirable therapist qualities. Communication-skills 


mandatory. Role-play in any ofits different modes is best means to impart training 


ie 


SESSION - 2 


SKILLS IN PSYCHOTHERAPY 


Resource Person: Dr Rajaram Subbian, International Psychosocial Consultant 


The session started by changing the seating arrangement. The participants were seated in three 
circles (concentric). The participants in the innermost circle were seated on the floor and the 
others were seated on chairs in two circles. This was done primarily so that each participant could 


see all others and there would be better interaction among participants. 
The first exercise was a Role-play 


The facilitator (Dr. Rajaram) asked for two volunteers fora role play. One of the two would be the 
client in therapy and the other one would b e the therapist. No other instructions were given to the 
volunteers. Post the role-play, which was only about 2 and a half minutes long, the facilitator 
asked all the participants as to what were the positives that they noticed about the therapist, or 
what according to them did the therapist do right. The participants came up with various 
responses such as the therapist's calm demeanour, empathic approach, slow pace, letting the 
client talk more etc. Following this, the facilitator asked the participants as to what the therapist 
could have done better. There were a few responses from the participants such as the therapist 
could have asked more leading questions, or he could have used silence in the session etc. The 
exercise was perhaps to gain an understanding of what the participants already knew about skills 


in psychotherapy. 
The second part of the session dealt with an exercise: The pebble exercise. 


The facilitator asked each participant to pick up a pebble from a bag. The participants were then 
asked to just be with the stone for the next 2 minutes, looking at it and observing it. Following 
this, all the stones were collected back and then they were laid out ina heap in the centre and each 
participant was asked to pick up their stone. Most participants identified their own stone and 
picked it out. A few were not able to find theirs and they were encouraged to look at all others' 
stones to see if theirs was with anyone else. Eventually, all participants had their own stones. The 
facilitator made the observation that everyone felt a sense of ownership to the stone. A few 
participants were then asked to interpret the exercise. One participant said that her stone is far 
from perfect. It is scratched, has cracks, is crooked and discoloured and yet itis “whole”, it has its 


own identity and it is beautiful. And perhaps this applies to all human beings, including the ones 
that we see for therapy. 


Another participant said that she felt that the stone w 


as narrating a story to her, as to how it was 
born, how its life had been, all its ups 


| and downs and therefore she felt a strong sense of 
ownership to it. 
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A third participant said that her stone told her that everyone in this world is unique and is 
therefore important in his/her own way. 


This session brought out a lot of things. First of all, it brought out the perceptions of the 


participants (who are either practising Mental Health Professionals or training to be one). It also 
brought out the personal attachments and thoughts of each individual participant. It made the 
participants think in slightly abstract terms, as there were no strict guidelines given for the 
exercise. Finally, it made the participants feel more confident as it was an interactive exercise and 
there was nothing wrong or ri ght about their interpretations. 

The final exercise before breaking for lunch was the pictures exercise. 

The facilitator circulated a few 3-dimensional pictures among the participants and asked them to 
spot the hidden design. A lot of participants were able to spot it. This exercise was to highlight the 
importance of perception as a Mental Health Professional. It was also meant to highlight the 
importance of being observant in therapy. 

Discussion on appropriate responses by therapist in Psychotherapy 

The facilitator asked the participants to summarize the previous sessions which was done. Next, 
the facilitator asked the participants as to how would they respond to the following: 

Therapist: How are you? 

Client: I have a terrible headache. 

Participants came up with many responses such as “would you like some water?”, “How bad is 
the headache?”, “I'm sorry to know that”, “Can I help you in any way?” “Hmm’ etc. 

Following this, the facilitator discussed the various types of responses that had come up. These 
responses were classified into, verbal, non-verbal, empathic, probing etc. Then the facilitator 
discussed with the participant the appropriate situations to use such responses. The participants 
contributed enthusiastically to this discussion. 

Application of appropriate responses 

For this, the facilitator divided all the participants into groups of 3 people each. One member was 
to be the client, the second member was to be the therapist and the third member would be the 
observer and would observe whether all types of responses were used appropriately by the 
therapist. 

This was an extremely useful exercise as it made the clients understand actually what need to be 
done in a session. This feedback was given by the participants later. The session ended with the 
participants summarizing everything they had understood from all the exercises, followed by 
their feedback. Again, the participants contributed enthusiastically to the discussion. 

Dr. Rajaram's sessions were the most practical and useful sessions in the workshop according to 
the participants. 

Following this session, the participants were asked to divide themselves into 5 groups and 


summarize all the sessions of the entire workshop and later present it just befor the valedictory 


session of the workshop. “3 


Group Discussion 


Group | 

Psychotherapy practice in Medical Settings 

1) Specify the medical settings where psychotherapy is applied. 

Department and hospitals: Viz ICU, Trauma Care, Neurology, Oncology, Nephrology, Burr 
wards, organ Transplantation, psychiatry, Emergency services, TB Ward, Gynecology, DM 
CVD and others. 


2) Comment about the quality of psychotherapeutic services in such settings. 
Quality depends upon: 
- Establishment - Autonomy 
¢ Urban/Rural - Availability and competency 
¢ Financial Support of therapist 
5) Suggest some measure to improve quality of psychotherapeutic services in Medica 
settings. 
« Licensing ¢ Funding 
- Training « Sensitizing- Community/ 
¢ Standardization Organization 


Professionalization 


Group II 
Psychotherapy practice in Psychiatric settings 
1) Specify the Psychiatric settings where psychotherapy is applied. 


* Hospitals * Family Counseling Centre 
* Schools * Half way homes 
* De-Addiction Centre - Correctional Settings 


* Child Guidance Centre 


2) Comments about the quality of psychotherapeutic service in such settings 
* Assured only in Hospitals- public clinics * Work load in government set-up 


* Lack of manpower * Urbanization 


* Lack of up gradation of knowledge * Lack of Infrastructure 


* Client-psychotherapist ratio - Lack of — personal 
.< men) ¥ we c 
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3) Suggest some measures to improve quality of Psychotherapeutic services in psychiatric 


settings 


* Policy formulation * Facilities based practiced & documentation 


- Recognition Licensing and association * Facilities in Hospitals 
« Remuneration * Research & publish 
- Infrastructure * Practitioners should periodical upgrade 
+ Evidence based practiced & documentation their knowledge 
4) Any other comments or suggestion 


* Include psychotherapy as one of the course work in syllabus of medical and 
psychiatric 

* Encouraging psychotherapist to knowledge through workshops & symposiums 

* Create awareness about importance of psychotherapy 


* Working towards removal of stigma 


Group III 
Group Psychotherapy 


1) Specify the setting where group psychotherapy is applied 


* Hospital (both medical and psychiatric) | * Tobacco cessation clinic 
* OCD clinic “PLSD 
* Suicidal clinic * Family therapy 
* Correctional setting * Medical Hospital (physical illness, DM, 
* Geriatric illness terminal illness and chronic illness) 
2) Comment about the quality of group psychotherapeutic services in different settings. 


+ Time management 

- Lack of professionalism and training 

- Each sessions has to be planned and structured 
- Group has to be purposeful 


- Need based one 
* Therapist should be moderator not a leader or an active person In the group 


- Like mindedness is essential for a successful group 
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y WSures ‘OV ‘ty of eroup psychotherapeutic services in 
3) Suggest some measures to improve the quality of group ps} ] 


different Settings. 


- Managing the time as planned - Identify the sub-groups and allow 
- Don't have any underlined rules- them to contribute 
be transparent - Stay away from biases 
- Monitor to avoid deviation - Trigger all members to contribute 
-* Be focused ¢ Prior homework needed 


« Can avoid too many false promises 


4) Any other comments or suggestions ? 
- Like self-helpgroups, group therapy have to be propagated by social workers, 
because, it is in a nascent stage in India. 


- Especially institutions must come forward to encourage formation of groups. 


Group IV 


Psychotherapy practice in family interventions 
1) Specify the settings where family psychotherapy is applied 


- Community settings 

* Psychiatric rehabilitation 

- Old-age home 

- De-addiction settings 

* Family wards related to medical and surgical illness 
- School settings 


* Correctional institutions 


2) Comment about the quality of psychotherapeutic services in such settin 2s 
* Lack of Supervision and adequate resources 
* Existing services are in adequate in terms of quality 


* In some setting and adequate in others 


3) Suggest some measures to improve quality of psychotherapeutic services in family 
interventions 


To establish family units across the country to train the professionals 
* Higher emphasis on research 

> Action plan to improve family therapy 
Licensing system should be brought in 


Professional training for therapist 
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Group V 
Community Settings 


1) Apart from professional therapists & counselor who else are doing psychotherapy in 
community settings? 
Apart from professional therapists/ counselors, psychotherapy & counseling is done by the 
following trained professionals in the community settings, they are: 
¢ General Practitioners /Health workers 
- School teachers 
* SHG leaders and volunteers 
* Local leaders 
- Village leaders 
2) Suggest some measures to improve quality of psychotherapeutic / counseling services in 
community intervention. 
* Awareness 
o Puppet shows 
o Guest lectures 
o Drama 
o Street play 
ewebacense 
* Supervision 
oo Vege blateltaye 
* CAMPS/ clinics 
- Need of hierarchy 
3) Any other comments or suggestions. 
- Awareness creation/ training 
* Mobilizing resources 
* Advocacy 
> Timely up gradation/updating of knowledge 
- More research in the field 
- More institutions 
- Instead of projects, we need programs so that the employment and services is 
permanent. 
The discussion in the common group started at 04:00 PM, with all the participant groups. The 5 
groups presented their thoughts on the various aspects of psychotherapy. In concluding the Bwup 
discussion, Dr. Rameela expressed her views on the need for continuing social work yeous 
practising it. Dr. Usha Rao expressed similar views and agreed with Dr. Rameela and appreciated 
the group for being so participative. Dr. Ameer Hamza & Dr. Shelia Daniel emphasised the need 
for continuing social work Education and licensing. Dr. Gomez emphasised on the Development 


of the Indian Model of Psychotherapy, which is needed. 
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Valedictory Address 
Professor Keith Gomez, VHS, Chennai 


I have immense gratitude to Dr. Prakashi and her dynamic team, particularly Dr. Priya for forcing 
me to come for the workshop. I have learnt many new inputs front the participants and the 
resource persons, Dr. Rameela, Dr. Usha and Dr. Sheila, with whom I discuss professional issues 
whenever we meet. Listening to the invited speakers made me realise that there is no clear 
theoretical framework with a process of conceptualising mental health problem and the 
intricacies of the procedure, processes and techniques of the practice of psychotherapy in India. 
The development of an Indian Model is what is needed, all the more so because there is good 
public awareness of the need for psychological methods of treatment for those with mental health 
problems, and not first psychiatry medications, for this experience when doctors from the other 
specialities of medicine interact with me and talk about the speciality of psychiatry. Teachers are 


a major mental health resource in this country. 


The psychoanalytical theory of the mind postulates six components, first is the theory of 
instincts. Second is the theory of representation of mind in terms of the conscious, subconscious 
and unconscious which is the topographical representation of the mind and the Id, Ego and 
Superego which is the structural representation of the mind. In psychotherapy it 1s the superego 
that 1s important. The concepts from Indian philosophy are absolutely necessary to practice 
psychotherapy. The four stages of life give a time frame for every human being. The principles of 
life namely Dharma, Aytha, Nama and Moksha help the patient to understand his or her duties 
and responsibilities. Dharma has four components work, duty, the right path and the truth. 
Assuring the patient's personality in terms of life stages and tasks individualizes therapeutic 


process to the patient's uniqueness. 


The relationship with patient is based on empathy, genuineness and non-possessive warmth 
which is the basis ofa healthy process in the mind of the patient. The psychotherapy does not treat 
patient, it facilitates and removes the impediments to the healing process through interpretations 


leading to insight in patient. Synchronizing the cognitive and emotional processing system of the 


patient's brain requires skill and precision at every stage of the psychotherapeutic process. The 


S - 5 . . . - é - 
psychotherapist must be familiar with the academic content in developing field of cognitive 


emotional neurosci ‘ sys 
al neuroscience. The level] of anxiety in each session has to be carefully monitored. Ifhe 


anxiety level is t atie ; 

| | y 00 low patient will not make cnough effort to work on his/her problem. Ifanxiety 

evel escalates to level whic ye . 
alates to level which the patient cannot tolerate, there will be ego decompensation. 
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The practice of psychotherapy has to be legally regulated in terms of the prescribed educational 
qualifications, training, registering, licensing, certification and continuing professional 
ee epinen! for re-validation of licence to practice. This includes supervised training, 
supervised practice for 2 to 5 years, independent practice where there is informed peer 
supervision. In the practice of psychotherapy discussion of the patient's religious belief promotes 
mental health problem and facilitates improvement in persons with mental health problems 
because healing is basically a spiritual process. It does not matter what religion the patient 


practices and the value system is based on humanism. 


The model of psychotherapy that I use in my practice is cognitive Analytical Therapy blended 
with Family Therapy blended with family therapy and Klernian therapy. It requires 3 sessions a 
week, each session of 1 to 3 hours duration. A total of 25 sessions and 6 months of therapy is 
required. Telephonic contact should be made available to the patient; 24 hours, 7 days, week and 
emergency appointment have to be given even at odd hours. The four types of resistance in 
psychotherapy are repression resistance, transference resistance, superego resistance. As far as 
possible fees should not be charged for psychotherapy. The therapist has to be an adequate and 
competent member of his/her own family, parents, siblings, spouse and siblings, to enable the 
patient to understand and experience family dynamics and processes that enhances rather than 
forms the patient's own mental health. This is an unconscious process in the mind of the therapist. 
The impact of social and environmental factors on the patient's mental health and social 
functioning can be understood in terms of social theory which postulates domains of the social 
structure, contextual resources, situated activity and psychotherapy. What is now needed are 
courses Psychotherapy leading to M. Phil and PhD. In psychotherapy training, NIMHANS, can 


lead in addressing the existing needs. 


Once again a big thanks to one and all of you for giving me a patient hearing. 
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APPENDIX | 
FEEDBACK 


Participant |: 

Greetings of love and prayerful wishes from STC. First and foremost Iam sorry for being late to 
write to you. We congratulate the whole team of NIMHAMS for arranging such a fruitful 
workshop. The workshop enriched our knowledge in the topic. Since we are just being students 
we felt the topic was little hard to break but the simple way of presentation helped to grasp better. 
We realized it will help us in the future. We give you a loud applause for bringing the top notch 
resource personalities for each topic. We appreciate the homely atmosphere that you provided. 
We sincerely thank for your hospitality, care, concern, love and affection that you showed to us. 
Looking forward again to many such workshops from you. With lots of best wishes from STC. 


Your sincerely, Nithin 


Participant 2: 

Workshop on Psychotharapy Practice in Medical and Psychiatric Social Work Setting was really 
very interesting and think would be of great help during our practice. Being a student and yet to 
start professional practice, I learnt a lot during the sessions. One thing that really | felt happy 
about it was, except me all the others were practising professionals who were in the field for quite 
a number of years but still didn't feel the lack of knowledge in me 
I really felt comfortable which was not that easy in any other situation. I think this is possible 
only with NIMHANS. I would like to inform that I did not get the material of our sessions. 
Thank you so much for giving me an opportunity to participate in the workshop. Eagerly waiting 
to be apart of forthcoming workshops. Malathy 


Participant 3: 

I consider that the participation in the workshop on Psychotherapy Practice as a memorable event 
in my life. From the very beginning till the end it was perfectly arranged. The event 
management and logistics were efficient as well as friendly. The hospitality from the part of the 
organizers was amazing. There was a little bit of frustration when we missed to get the 
presentations in our hands. But if the publication comes out it will be a remarkable book for 
study and practice. The beautiful experience of participation in this conference motivates me to 
take part in the future such events organized by your wonderful department of Psychiatric Social 
Work. With immense joy and gratitude, Fr Alex J Vellappally, MSW, SUDC(USA). 


Participant 4: 


The work shop we > rejuvenati ae se 
op was the rejuvenating one for me which made me relish on the same every day 


Meticulously planned and served things for all the diversified groups very thought provoking 
hospitality especially from Prof. Prakashi a chosen stone of God NIMHANS a mothers town ta 
lean on to learn very reliable lessons which no other worksho , 
Invitation in future also With regards Anita Sh 
College, Trichy 2. 


ps have ever given me Expecting ur 
aron, Asst prof., Social work dept. Holy cross 
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APPENDIX 2 


Workshop on ‘Psychotherapy Practice in Medical and Psychiatric Social Work Settings’ 
Department of Psychiatric Social Work, NIMHANS, Bangalore 
31” July to 2" August 2014 
Programme Schedule 


First Day — 31" July , Thursday 


Registration 


Inauguration 
Welcome: Prakashi Rajaram . 
Chief guest : Sekar K. PhD , Professor and Head. Dept of Psychiatric Social Work 
Rapporteur: Anila Michael, Ph D Scholar | 
Theme Introduction and Introduction of the Participants; sharing of 
experiences 

Chair: Prof R. Parthasarathy 
Rapporteur: Anila Michael, Ph D Scholar 


10:45 am — 11:00 am Tea-Break 


09:30 am — 09:45 am 


09: 45 am - 10:45 am 


Aryencmerapy et Medica § Poych abe Serta 


11:00 am — 11:45 am e Ahalya Raguram, Ph.D 
Rapporteur: Anila Michael, Ph D Scholar 


11:45 am to 12:15 pm 


12:15 pm—01:00 pm 


Session II — Ethics in Psychotherapy Practice 


e Poornima Bhola, Ph.D 
Rapporteur: Anila Michael, Ph D Scholar 


01:30 pm — 02:30 pm Lunch-Break 


Session II — Working with individuals in Psychiatric Settings 


e Rameela Sekhar, Ph.D & Manasi Oza (Ph.D) 
Rapporteur: Sudeep Joseph, Ph D Scholar 


Session IV — Group Psychotherapy in Medical and Psychiatric Social 


Work Settings 
e Thirumoorthy A., Ph.D & Dharma Reddy P (Ph.D) 
Rapporteur: Sudeep Joseph, Ph D Scholar 


02:30 pm — 03:15 pm 


03.45 pm — 04.30pm 


04.30 pm — 04.45 pm Discussion 


04:45 pm Tea-Break 


Second Day — 01° August 2014, Friday 
9.00 am RECAP 
(09:30 — 11:00 am et 
Chair: — Prakashi Rajaram, 
Ph.D 


Session | — Symposium on Psychotherapy in Medical Settings 


e Sheila Daniel, Ph.D 
e Eliza Pereira, (Ph.D) 
e Tania Roy (Ph.D) 
Rapporteur: Jasmine Mary , Ph 
Tea-Break 
Session II — Boundaries in Psychotherapy 


e Tanya Machado, Ph.D 
Rapporteur: Dhanya, M Phil Scholar 


D Scholar 


11:00 am— 11:15 am 


11:15 am — 12:15 pm 


12.15 pm — 12.30 pm 


ES ORR NMEA. om view PE, a 
01:30 pm — 02:30 pm Lunch-Break | 
02:30 pm — 03:15 pm Session III — Psychotherapy Practice in Family Interventions 


e RR. Parthasarathy, Ph.D & Joseph Philip (Ph.D) 
Rapporteur: Dhanya, M Phil Scholar 


03.15 pm — 03.30 pm Discussion 
03:30 pm — 04:15 pm Session IV — Psychotherapy Practice in Community Interventions 


eK. Sekar, Ph.D & Aravind Raj E., Ph.D 
Rapporteur: Dhanya, M Phil Scholar 


04:15 pm — 04.30 pm 
04.30 pm 


Third Day - 2" August 2014, Saturda 
09.00 am — 09.30 am RECAP 


09:30 am — 10:45 am Session I — Psychotherapy Training for Mental Health Professionals 


e Prof. C. Shamasundar 
Rapporteur: Tania Roy, Ph D Scholar 
10:45 am — 11:00 am Tea-Break 


11:00 am — 01:00 pm 


Session IT — Skills in Psychotherapy Practice 


e Rajaram Subbian, Ph .D 
Rapporteur: Tania Roy, Ph D Scholar 


01:00 pm — 02:00 pm 
02:00 pm — 03:00 pm 


03:00 pm — 04:00 pm 


Group Discussion 
¢ Group I: Psychotherapy Practice in Medical Settings 
¢ Group II: Psychotherapy Practice in Psychiatric Settings 
¢ — Group Ill: Group Psychotherapy 
* — Group IV: Psychotherapy Practice in Family Interventions 
* Group V: Psychotherapy Practice in Community Interventions 
Valedictory Session 


04:15 pm 


Brief Report on the Proceedings of the Workshop : Priya Treesa Thomas Ph D 
* Group presentations and feedback 
¢ —Valedictory address by Prof Keith Gomez 

Rapporteur: Tania Roy, Ph D Scholar 

Hi-tea Se 


05: 15 pm 
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Resource persons for the workshop 


Dr. Ahalya Raghuram, 

Professor, 

Dept. of Clinical Psychology, NIMHANS 
Email: ahalya@nimhans.kar.nic.in 
Dr. Aravind Raj E. 

Assistant Professor 

Dept of Psychiatric Social Work, NIMHANS 
Email: aravind.nimhans@gmail.com 
Dr. C. Shamasundar 

Retired Professor 

Dept. of Psychiatry, NIMHANS 

Email: drshamasundar@yahoo.com 
Mr. Dharma Reddy P. 

Research Scholar 

Dept. of Psychiatric Social Work, 
NIMHANS 

Email: dharmareddy.msw@gmail.com 
Ms. Eliza Pereira 

Medical Social Welfare Officer 

Dept. of Social Work 

St. John's Medical College Hospital 
Bangalore 

Email: 
sjmch.med_soc_work@stjohns.in 
Mr. Joseph V. Philip 

Research Scholar 

Dept. of Psychiatric Social Work 
NIMHANS 
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The participants of the workshop 
with the resource persons 
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